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PREFACE: STATEMENT OF SUBJECTIVITY 
 
A statement of subjectivity provides a platform where the researcher can provide a 
summative disclaimer of who the researcher is in relation to whom and what is being 
studied. It serves to inform other scholars when they evaluate the study’s 
authenticity (Preissle, 2008:844). This statement aims to contextualise and delineate 
the researcher’s beliefs, value system, as well as socioeconomic and professional 
characteristics (Preissle, 2008:844). It is a method of researcher reflexivity because 
a researcher’s subjectivities should be embedded in the research process and not 
left as a post-data collection activity (Peshkin as cited in, Boloz, 2008:xii).  
 
I commenced my career in diagnostic radiography in 2009 and I obtained a National 
Diploma in Diagnostic Radiography in 2011 in Port Elizabeth at the Nelson Mandela 
Metropolitan University (NMMU). Whilst completing my studies for my 
undergraduate qualification I did my experiential training in East London at Frere 
Hospital. In 2012, I registered for a post-graduate Bachelors of Technology Degree 
in Diagnostic Radiography, which was completed in 2013, at the NMMU. During this 
time I completed my community service year at Uitenhage Provincial Hospital and 
my post-community service year at the Motherwell Community Health Centre. I then 
returned to Uitenhage Provincial Hospital in 2014, as a grade 1 radiographer. During 
this year my studies towards a Master’s of Technology Degree in radiography 
commenced. To improve my professional profile and understanding of healthcare 
practice in South Africa, I also completed modules in medical law and forensic 
medicine at the University of South Africa (UNISA), for non-degree purposes. I was 
elected as the national council representative for the Port Elizabeth Regional Branch 
of the Society of Radiographers of South Africa in 2014.   
 
It was during my time in different clinical settings and interacting with radiographers 
and medical practitioners from different milieu that I came to the realisation that there 
is a need for role extension or task-shifting to be included in the regulations defining 
the scope of the profession of radiography. In particular, that of commenting or 
reporting on radiographic images in the after-hours trauma setting.  
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In 2015 I was appointed as an associate lecturer at Nelson Mandela Metropolitan 
University. I lecture professional practice and radiographic pathology to student 
radiographers. I have great passion for the development of radiography as a 
profession in South Africa to be on par with global trends in the profession.  
 
Furthermore, I am also closely drawn to the human element and professional 
interactions in health care practice and this has informed my choice of research 
design and approach. I believe that knowledge is not a static, single occurrence, it 
is a pluralistic and dynamic phenomenon which is co-created by various 
stakeholders during their interactions with one another. However, the social and 
cultural environments in which these interactions take place also influences the 
construction of knowledge. Different individuals have different inherent knowledge. 
This inherent knowledge may be by virtue of beliefs and values or learnt. Therefore, 
upon interaction different individuals share their inherent knowledge with one 
another to expand their knowledge, within a given dynamic context over time. 
Embedded in this world view of knowledge creation I have definite values, namely 
accountability, responsibility, open-mindedness, adaptiveness, willingness, altruism, 
teamwork, and trust. I believe that in order to become advanced practitioners, one 
needs to be responsive to your context which you find yourself in and collaborate 
with others through interactions in an open-minded manner. One also needs to take 
responsibility and be accountable for one’s actions but also trust those that form part 
of the interchange in order to build on our journey of comprehensiveness and 
excellence.  
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ABSTRACT 
 
Globally there is a lack of radiologists, which results in unreported radiographic 
examinations, or a delay in reporting on radiographic images even in emergency 
situations. In order to mitigate and alleviate the situation, and optimise the utilisation 
of radiographers a red dot system was introduced in the   United Kingdom, which 
later aided in the transformation of the role of radiographers in terms of formal 
reporting of various radiographic examinations. Although there is a shortage of 
medical practitioners and radiologists in South Africa the extended role of 
radiographers has not been yet realised for radiographers. At present, radiographers 
and medical practitioners work in collaboration to interpret and report on 
radiographic examinations informally, to facilitate effective and efficient patient 
management, but this is done illegally because the regulations defining the scope of 
the profession of radiography does not allow for such practice, putting radiographers 
and organisations at risk of litigation. In order to gain an in-depth knowledge of the 
phenomena, to enable the researcher to provide recommendations to the 
Professional Board of Radiography and Clinical Technology (PBRCT) of the Health 
Professions Council of South Africa (HPCSA), a qualitative, exploratory, descriptive, 
and contextual research study was undertaken. Radiographers and medical 
practitioners were interviewed in order to elicit rich descriptions of their experiences 
regarding reporting of trauma related radiographic images in the after-hours trauma 
units. Data were gathered using in-depth semi-structured interviews, and the data 
were analysed using Tesch’s method of thematic synthesis. Three themes emerged 
from the data, namely the challenges radiographers and medical practitioners face 
in the after-hours trauma units respectively, with regards to reporting of trauma 
related radiographs, and suggestions were proposed to optimize the participation of 
radiographers with regard to trauma related radiographs in these units. A thick 
description and literature control was done using quotes from participants. Measures 
to ensure trustworthiness and ethical research practices were also implemented. 
Thereafter, recommendations were put forward for the PBRCT of the HPCSA, using 
current literature and inferences made from the findings of the study.   
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CHAPTER 1: OVERVIEW OF THE STUDY 
 
1.1 BACKGROUND AND RATIONALE OF THE STUDY 
 
An overcrowded emergency department (ED), and staff shortages, are becoming 
increasingly universal problems (Oredsson, Jonsson, Rognes, Lind, Göransson, 
Ehrenberg, Asplund, Castrén & Farrohknia, 2011:1), which then give rise to barriers 
that hinder the facilitation of effective service delivery and management of patients. 
To facilitate improved patient flow and prioritisation of patients, based on the urgency 
of a patient’s condition, a triage system was introduced in the ED. The triage system 
aims to reduce crowding of an ED, as well as reducing patient waiting times, length 
of stay and minimising the probability of a patient not being seen by a medical 
practitioner when needed, for example, as a priority (Aacharya, Gastmans & Denier, 
2011:1; Augustyn, 2011:24; Oredsson et al., 2011:1).  
 
Globally, the disparity between the workload and the number of radiologists 
available to carry the workload burden results in radiographic images not being 
reported at all or in delays of up to 10 days, and sometimes even in excess of 30 
days. This surpasses the two day period in which a formal interpretation must be 
done in the United Kingdom (The Royal College of Radiologists, 2015:1). Similarly, 
in the United States of America (USA) a formal report should be provided within 24 
hours after the examination has been done (Pennsylvania Patient Safety Authority, 
2010:18), however this is not the case in many health establishments in the USA.  
Literature underscores that unreported radiographic images may lead to 
inappropriate treatment and mismanagement of many patients (Hardy, Hutton & 
Snaith, 2012:23; Hlongwane & Pitcher, 2013:638; The Royal College of 
Radiologists, 2015:1).  
 
Cowling (2008:30) states that Tuft, past president of the Radiological Society of 
South Africa (RSSA), confirmed that there is an increasing amount of unreported 
radiographic images in the public health sector due to a shortage of radiologists in 
South Africa and that it is a major concern. Currently, 927 radiologists are registered 
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with the Health Professions Council of South Africa (HPCSA) nationally, from which 
only 45, radiologists, practice in the Eastern Cape Province (Daffue, 2015:lines 20 
& 31). On the other hand there are 6467 registered diagnostic radiographers in 
South Africa, of which 576, diagnostic radiographers, practice in the Eastern Cape 
Province (Daffue, 2015:lines 6 & 17). According to the 2014 mid-year population 
estimates report, the total population of South Africa was approximately 54 million 
(Statistics South Africa, 2014:2). The estimated population of the Eastern Cape is 
6 786 900, which translates to 12.6% of the national population (Statistics South 
Africa, 2014:3). There is therefore a disparity between the number of available 
radiologists and the workload burden.  
 
If task-shifting or role extension were to be applicable for radiographers in South 
Africa, then it would not be unreasonable to argue that a combined workforce of both 
radiographer and radiologist populations could result in a decreased workload for 
radiologists. In addition, this combined workforce could ultimately result in more 
efficient service delivery to the patients that utilise these services. Therefore, the 
current challenge pertaining to radiographic images not being reported on could also 
be resolved (Snaith & Hardy, 2013:95). Du Plessis and Pitcher (2015:4) identified 
that task-shifting for radiographers is required in South Africa  to aid in more 
equitable access to health service in the future.  
 
Until fairly recently reporting on and interpretation of radiographic images has been 
within the scope of practice of radiologists worldwide and not that of radiographers. 
The increasing demands on health systems with scarce resources globally have led 
to more flexible and innovative utilisation of radiographers’ professional 
competencies and skills in the United Kingdom (UK), namely, image interpretation 
and reporting (Brealey, King, Hahn, Crowe, Williams, Rutter & Crane, 2005:710). In 
1971 Swinburne, a UK radiologist (Williams, 2006:14), was the first to suggest that 
radiographers would be able to interpret radiographic images and distinguish normal 
from abnormal appearances (Brealey, Scally, Hahn, Thomas, Godfrey & Crane, 
2006:604). In the early 1980s, UK radiographers developed a communication 
system to convey suspected radiographic abnormalities to referring clinicians of 
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patients referred from the A&E departments. This system was voluntary and known 
as red-dotting (Hardy & Culpan, 2007:66). Red-dotting surfaced in South Africa 
during the 1980s (Williams, 2006:15). It is still used in many radiology departments. 
According to Hlongwane and Pitcher (2013:638) the red-dot system requires 
radiographers to place a small red dot sticker on radiographs to alert a referring 
clinician of the presence of a suspected abnormality. In view of the voluntary nature 
of the red-dot system, radiographers are not obligated to participate. This could give 
rise to ambiguity when medical practitioners look at the radiographs. Therefore, if 
medical practitioners are used to the red-dot system, and radiographers refrain from 
participating in the red-dot system, then there is a probability of medical practitioners 
misinterpreting radiographs; the absence of a red-dot does not indicate the absence 
of pathology (Hazell, Motto & Chipeya, 2015:303). It can thus be argued that a 
written, descriptive report of the image findings would eliminate the ambiguity 
brought about by the red-dot system (Hazell, Motto & Chipeya, 2015:303). It was 
only in the mid-1990s that UK radiographers began to report on radiographic images 
when government policy allowed this practice to establish itself. These initiatives 
were twofold, namely to alleviate the workload of radiologists and, to provide timeous 
diagnostic reports of radiographic images (Brealey & Scally, 2008:47). A review of 
the literature indicates that UK radiographers were optimistic and showed positive 
attitudes towards the implementation of a radiographer reporting system (Lancaster 
& Hardy, 2011:108). 
 
Radiographer reporting is an established practice in 61 hospitals in the UK 
(Lancaster & Hardy, 2011:105). In comparison to the established practices across 
the UK, the Australian Institute of Radiography allows radiographers to provide 
verbal opinions on radiographic images to the referring clinician (Williams, 2013:9).   
Although image interpretation courses are available in Australia, the task shift has 
not yet been legally pursued (Cowling, 2008:31). The Australian scope of practice 
for radiographers is similar to that of radiographers in South Africa. The HPCSA’s 
regulations defining the scope of the profession of radiography in South Africa do 
not include formal image interpretation and diagnosis from radiographic images 
(HPCSA, 2010:50). In accordance with current legislation, it is permissible for a 
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radiographer to provide a verbal opinion to the referring medical practitioner on 
radiographic images as described in annexure 10 of the Health Professions Act 56 
of 1974 as amended, namely: 
 
“[A radiographer] shall not interpret radiographical investigations, report thereon or 
furnish information in regard to any work performed by him or her in his or her 
profession to any person other than the practitioner approved by the board at 
whose request such work was undertaken” (HPCSA, 2008:50). 
 
In 1997 the USA initiated similar developments, as the UK, by providing 
opportunities for radiologic technologists (radiographers) to advance to radiology 
practitioner assistant status. In 2002 this changed and a career path for a radiologist 
assistant was introduced (Smith & Baird, 2007:630). A radiologist assistant is a 
radiographer who has successfully completed a post-graduate academic 
qualification, which includes a specific nationally recognised curriculum and clinical 
training facilitated by a practising radiologist, i.e. radiologist-directed mentorship 
(ACR-ASRT Joint Policy Statement, 2003:1-2). According to the American College 
of Radiology (ACR) and American Society of Radiologic Technologists (ASRT) joint 
policy statement, the roles and responsibilities of radiologist assistants include: 
obtaining informed consent from patients for injecting contrast media to aid in 
diagnostic imaging; assisting a radiologist with invasive procedures; obtaining a 
clinical history from patients; and conducting pre and post-procedure observations 
of patients undergoing invasive procedures. Radiologist assistants also perform 
non-invasive fluoroscopic investigations and communicate radiologists’ image 
findings to the referring medical practitioner or a delegate of the referring clinician. 
Most importantly, radiologist assistants do not interpret or report on radiographic 
images. The initial image observations by a radiologist assistant may however be 
conveyed verbally to either a supervising radiologist or referring physician (ACR-
ASRT Joint Policy Statement, 2003:1-2). 
 
Cowling (2008:29) indicates that task shifting of radiographers to interpreting of 
radiographic images is not an established practice in most European countries,  
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Asia, Africa, and New Zealand. She adds that although the USA has extended the 
roles of radiographers, image reporting and interpretation are not presently 
authorised. Due to a more complicated scenario in China, radiographer image 
interpretation is still not an accepted an established practice. This is due to ill-defined 
roles and responsibilities of radiographers and radiologists and a lack of 
standardised education programmes (Cowling, 2008:31). She points out that South 
Africa, amongst other countries, has the driving forces in place to make this task 
shifting endeavour of radiographers reporting on radiographic images a reality 
(Cowling, 2008:29). 
 
Radiographers in the UK have however expressed benefits and concerns regarding 
training and technological advancements within radiology, for example, advances in 
equipment, and the associated post-processing abilities or software packages used 
by equipment. Williams (2006:14) states that in 1992 it was the opinion of Saxton, a 
UK radiologist that radiographer reporting could only be significant if carefully 
designed and controlled education programmes were in place, together with close 
collaboration between radiologists and radiographers. Kelly, Rainford, Gray, and 
McEntee (2011:95) demonstrated in their study that collaboration of medical doctors 
and radiographers improved the doctors’ accuracy of diagnosis, and improved 
patient care and management. However, an Australian study found that a disparity 
in power relations existed between medical doctors and the rest of the members of 
the multi-disciplinary team; the medical doctors would evaluate and decide to what 
extent other members of the team could contribute to the care of the patient and 
subsequent management.   This  thus  results in negative inter-professional relations 
between the health professionals, which could negatively impact on the quality of 
service a patient receives (Nugus, Greenfield, Travaglia, Westbrook & Braithwaite, 
2010:898-890, 907-908). According to Hardy et al. (2012:23) the quality of 
diagnostic reports of radiographic images delivered by radiographers is comparable 
to that of radiologists. They concluded that a universal introduction of radiographer 
reporting could make a significant contribution to service delivery and is a cost-
effective way to deliver a service, and could be advantageous for the current 
budgetary constraints of the UK health system. A recent South African study arrived 
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at a similar conclusion: experienced radiographers are potentially important 
resources in the public sector with regards to acute-trauma radiograph reporting (Du 
Plessis & Pitcher, 2015:1). The results of a study by Du Plessis and Pitcher (2015:3, 
7) demonstrated that radiographers achieved significantly greater reporting 
accuracy and sensitivity compared to medical practitioners.  
 
A meta-analysis by Brealey et al., (2005:237) concluded that the sensitivity, i.e. 
correctly identify an abnormality/anomaly is present on a radiographic image, and 
specificity, i.e. to correctly identify that a radiographic image is normal, with which 
radiographers reported were below the benchmark detection rate. International 
consensus of a 95% sensitivity rate in radiographic abnormality detection is deemed 
as the benchmark for radiographers to justify formal reporting roles in the clinical 
environment (Loughran, 1994, as cited in, Hlongwane & Pitcher, 2013:639-640).  
 
A systematic review of literature conducted by Brealey et al. (2006:604) revealed 
that radiographers reported on and interpreted radiographs of the appendicular 
skeleton with the highest specificity and sensitivity, which was well over 90%; but 
radiographer reporting of the axial skeleton was below the desirable benchmark in 
the UK. Brealey et al. (2006:613) concluded that if radiographers were provided with 
formal training in reporting of both general radiography, as well as advanced 
imaging, such as computed tomography (CT), magnetic resonance imaging (MRI), 
barium studies of the gastrointestinal tract, urographic contrast medium studies, and 
ultrasound (US), then they should be able to do so accurately. A study by Hlongwane 
and Pitcher (2013:639) identified that South African radiographers’ sensitivity of 
abnormality detection was comparable to the results of international studies of 
radiographers with similar experience and no additional educational training 
(Loughran, 1994:945; Renwick, Butt & Steele, 1991:568). Currently, the sensitivity 
for abnormality detection amongst South African radiographers ranges between 
83% and 93.7%; their specificity lies between 71.0% and 82.0% (Hlongwane & 
Pitcher, 2013:639-640). Both of which are below the international benchmark.  
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Woznitza (2014:66) indicated that UK radiographers, who had formal training in 
image interpretation, have both increased sensitivity and specificity rates well above 
the desired benchmark detection rate. This implies that formal training has indeed 
been advantageous and helped radiographers to fulfil formal clinical roles in UK 
trauma departments. A recent South African study by Hazell, Motto and Chipeya 
(2015:302) revealed that additional training in pattern recognition, and written 
commenting on radiographs, improved radiographer accuracy and ability to provide 
written, descriptive comments on radiographs. Pattern recognition may be defined 
as being able to identify normal and normal variants as well as abnormal 
radiographic patterns (Hazell, Motto & Chipeya, 2015:303). Pattern recognition 
forms part of undergraduate training programmes, currently, in South Africa. 
Nonetheless, this is no guarantee that radiographers will provide any verbal opinions 
regarding radiographic images if requested by a medical practitioner (Hazell, Motto 
& Chipeya, 2015:303) due to the present regulations defining the scope of the 
profession of radiography’s prescripts.  
 
South Africa faces similar challenges with respect to unreported radiographic 
images as do other countries. In addition to the global shortage of radiologists and 
lack of timeous reporting of radiographic images, Gqweta (2012:24) identified the 
limited competency of newly and inexperienced medical practitioners as another 
challenge, which negatively impacts on patient management. This is because in the 
absence of a radiologist’s report the onus to interpret a radiographic image is on a 
medical practitioner. It is therefore suggested that role extension, or task-shifting in 
radiography, similar to the endeavours in the UK, is needed in South Africa to meet 
the challenges posed by the current health system (Gqweta, 2012:25; Gqweta & 
Naidoo, 2014:7-8). The findings of the studies by Gqweta (2012), and Gqweta and 
Naidoo (2014) concur with those of Smith, Traise and Cook (2009:1), namely that in 
the absence of availability of radiologists, radiographer-led reporting may improve 
patient management (Gqweta, 2012, as cited in Gqweta & Naidoo, 2014:8). For 
example, during 2007 and 2008 pulmonary tuberculosis was the cause of 13% of all 
deaths in South Africa, with pneumonia and influenza accounting for the second 
leading cause of death. One contributing factor was the lack of unavailability of a 
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radiologist’s report resulting in subsequent mismanagement of patients (Lehohla, 
2008, as cited in, Gqweta & Naidoo, 2014:8). It can therefore be argued that if there 
is an increased number of unreported radiographic images, the quality of patient 
care reduces, and the mortality rate may increase (Gqweta & Naidoo, 2014:8).  
 
The golden hour principle refers to the first hour of definitive medical treatment and 
intervention after an injury. This hour may, in severe traumatic cases, be the 
difference between life and death. Timeous medical interventions may also result in 
more effective patient management (Clark, 2011:1). Therefore, one could infer that 
the sooner, subtle, yet significant abnormalities are detected on radiographic 
images, the greater the probability there is of treating the abnormality with greater 
efficiency. The triage system used in trauma units in South Africa, especially in the 
public sector hospitals, is not very effective; some patients wait up to six hours to 
see a doctor, which far exceeds the golden hour. Rauf, Blitz, Geyser and Rauf 
(2008:43a) identified long patient waiting times as a recurrent complaint by patients 
in a South African district hospital emergency department. 
 
After a Nexus search and consulting electronic databases (BioMed Central, 
EBSCOhost, PubMed Central, SABINET Online), it was found that present research 
mainly examined the accuracy of radiographer reporting or collaboration between 
radiographers and medical practitioners during reporting. Studies, which  related to 
the perceptions of radiographers and experiences with regards to radiographer 
reporting in rural community based hospitals and public primary healthcare, both in 
South Africa and the UK, have also been done (Gqweta, 2012; Howard, 2013). 
Studies regarding inter-professional relations have also been conducted (Kenny & 
Adamson, 1992; Nugus et al., 2010; Strudwick & Day, 2014). 
 
No study, however, was found that explored the experiences of radiographers and 
medical practitioners during radiographer reporting in after-hours trauma units, in 
South Africa or elsewhere. This study should add value and alleviate the paucity in 
research in this area, as well as provide recommendations regarding reporting of 
trauma related radiographic images in after-hours trauma units by radiographers. 
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1.2 PROBLEM STATEMENT 
 
As a former practising radiographer in the Eastern Cape, I noted that there is no 
reporting done on after-hours trauma related radiographic images in the public 
sector across the Nelson Mandela Bay Municipality (NMBM) – this is assumed to be 
due to the lack of the availability of radiologists. A lack of availability of reporting on 
radiographic images pertaining to trauma in the after-hours trauma unit places the 
onus of responsibility on the medical practitioners on duty in the trauma unit to 
interpret the radiographic images and to make a diagnosis. From personal 
knowledge, these medical practitioners frequently rely on the professional opinion 
of radiographers to aid in concluding a diagnosis from the radiographic images. This 
is due to their self-expressed lack of experience, confidence and knowledge of the 
nuances related to radiographic appearances of disease processes. 
 
Medical practitioners also indicated that they have a burdensome and excessive 
workload during after-hours sessions in trauma units in the public sector hospitals, 
and that having a radiographer opinion and assistance, assists them with patient 
management and the workflow in the ED. On the other hand, South African 
radiographers, in view of the limitations of the current regulations defining the scope 
of the profession of radiography, are reluctant to provide a definite verbal judgment 
of radiographic images to medical practitioners. Contravention of these regulations 
may result in litigation and be regarded as an act of misconduct. Radiographers do 
however contravene the regulations to a certain extent, when they are asked for 
assistance by medical practitioners, in order to enhance patient management. This 
can also translate to the fact that the HPCSA places an ethical obligation on 
radiographers to take responsibility in ensuring that each justified medical exposure 
to ionising radiation is optimised (HPCSA, 2014:n.p.). 
 
From personal experience, in the after-hours trauma departments, I found that 
intervention was sometimes necessary in cases where significant post-trauma 
abnormalities were missed by the medical practitioners on duty, so that the particular 
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patient could be treated appropriately. Colleagues (fellow radiographers) have also 
expressed their experience of such incidences.  
 
1.3 RESEARCH QUESTIONS 
 
In view of the preceding background and problem statement the following research 
questions were formulated. 
 What are the experiences of radiographers and medical practitioners 
regarding radiographers’ reporting of trauma related radiographic images in 
after-hours trauma units? 
 What needs to be done to enable radiographers to report on trauma related 
radiographic images in the after-hours trauma unit? 
 
1.4 AIM OF THE STUDY 
 
The aim of the study was to explore and describe the experiences of radiographers 
and medical practitioners regarding reporting of trauma related radiographic images 
in after-hours trauma units, with the intention to make recommendations to the 
Professional Board of Radiography and Clinical Technology (PBRCT) of the HPCSA 
regarding reporting on trauma related radiographic images by radiographers in after-
hours trauma units. 
 
1.5 OBJECTIVES OF THE STUDY 
 
The study comprises two objectives.  
 To explore and describe the experiences of radiographers and medical 
practitioners regarding reporting of trauma related radiographic images in 
after-hours trauma units. 
 To make recommendations to the PBRCT of the HPCSA regarding reporting 
on trauma related radiographic images in after-hours trauma units. 
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1.6 CONCEPT CLARIFICATION 
 
Concept clarification enables a researcher to define the most prominent theoretical 
concepts according to his/her understanding and assumptions. A researcher also 
conceptualises the theoretical concepts in accordance with the context of the study 
(Botma, Greeff, Mulaudzi & Wright, 2010:272), especially due to the multiplicity of 
interpretations of concepts in the human sciences (Garbers, 1996:290). According 
to Botma et al. (2010:272) conceptualisation of concepts assists readers to interpret 
and understand what the concepts mean within the context of a specific study. The 
following key concepts are contextualised in terms of this study. 
 After-hours 
After-hours refers to the engagement in or operating of any activities after the 
normal or legally established operating hours of an establishment (American 
Heritage Dictionary of the English Language, 2000a). Although, a hospital 
operates 24 hours day, seven days a week; after-hours in this study refers to 
the time frame between 16:00 and 08:00, during which after-hours work in 
the trauma unit occurs in the public sector. This includes Monday to Sunday, 
every day of the year.  
 Experience 
Experience relates to occurrences or events which leaves a certain 
impression on an individual. It may also refer to an individual’s feelings 
pertaining to certain occurrences (Oxford Dictionary, 2014a). Experience can 
also be defined as something personally encountered, undergone or lived 
through, as well as a process of seeing and doing things, and by doing 
something you obtain certain skills and knowledge (Merriam-Webster, Inc., 
2015). In relation to the context of this study, experience can be 
conceptualised as the personal encounters undergone by radiographers and 
medical practitioners in relation to reporting of trauma related radiographic 
images in after-hours trauma units. Experience can also be translated to the 
knowledge and skills radiographers and medical practitioners develop and 
gain with regards to reporting of trauma related radiographic images in after-
hours trauma units. 
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 Medical practitioner 
The term medical practitioner refers to a physician or surgeon (Oxford 
Dictionary, 2014b). A medical practitioner in South Africa is a person who has 
undergone the necessary education and training at a medical school and who 
is registered with the HPCSA as a medical practitioner in terms of the Health 
Professions Act 56 of 1957, as amended (Health Professions Act, 
1974:section 17). Based on the level of experience, medical practitioners also 
have different ranks: 
o Intern: A medical practitioner who has completed the necessary 
education and training at a medical school, and does work-integrated 
learning under the supervision of a qualified medical practitioner. The 
internship period extends over two years, after completion of the 
medical qualification.  
o Community service medical practitioner: After internship, medical 
practitioners register with their relevant professional board of the 
HPCSA as a community service medical practitioner. They would then 
complete a full year of remunerated community service at a public 
sector health establishment. 
o Medical practitioner: A qualified medical practitioner after completion 
of the community service year. The title medical practitioner is retained 
until such individual applies for a senior medical practitioner post at a 
relevant health establishment. 
o Senior medical practitioner: A registered medical practitioner with a 
few years’ experience after completing internship and associated 
requirements.  
o Consultant: A registered, medical practitioner who has undergone 
further education and training in a particular field of medicine to 
become a specialist, or has a considerable number of years’ 
experience in that particular field of medicine. A consultant typically 
leads a team of medical practitioners. 
For the purposes of this study, a medical practitioner refers to a qualified and 
registered medical practitioner in any of the abovementioned categories. The 
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terms medical doctor and doctor are used as synonyms in conjunction with 
medical practitioner in this study. 
 Radiographer 
A radiographer is a person who has undergone and successfully completed 
specific education and training in terms of the requirements of the PBRCT of 
the HPCSA, and is registered with the PBRCT in terms of the relevant Act. A 
radiographer is a trained professional who positions patients and takes 
radiographs or performs other diagnostic procedures (Medical Dictionary, 
2006). Radiographers are also responsible for the production of diagnostic 
quality radiographs (Chanza, E. 2014. [Personal Communication], 14 
January). A radiographer for this study is a person who is registered as a 
diagnostic radiographer with the HPCSA in terms of the Health Professions 
Act 56 of 1957 as amended (Health Professions Act, 1974:section 17).  
 Radiographic images 
The phrase radiographic images is used synonymously with radiographs and 
x-rays.  They refer  to the physical, or digital, resultant images formed on 
radiosensitive material as a result of interactions between a patient’s body 
tissues and ionising radiation (x-rays) that passes through a patient’s 
anatomical structures (American Heritage Dictionary of the English 
Language, 2000b). 
 Reporting  
Reporting is an official account of something an individual has studied, 
observed, considered and/ or examined (American Heritage Dictionary of the 
English Language, 2000c). Reporting, for the context of this study, is the 
voluntary and informal account a radiographer gives on radiographic images 
relating to trauma in after-hours trauma units to medical practitioners, upon 
the request of a medical practitioner. 
 Trauma unit 
A trauma unit is defined as a medical facility, either independent or in a 
hospital, which provides emergency medical treatment to individuals suffering 
from acute or life-threatening conditions or traumatic injuries (American 
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Heritage Medical Dictionary, 2007; Merriam-Webster, Inc., 2014). Trauma 
refers to any bodily injury resulting from bodily violence, which in turns causes 
a disruption or destruction of the body’s integrity, either as a whole or of an 
organ system or body part (Shapiro, Smith & Loftus, 2008:94). In this study it 
will mean a trauma unit in a public hospital in the Nelson Mandela Bay 
Municipality, which has access to diagnostic radiographic services. 
 
1.7 RESEARCH PARADIGM 
 
A research paradigm is a pattern of beliefs and practices that regulate inquiry of a 
particular phenomenon providing a lens or process through which the investigation 
is accomplished (Burns & Grove, 2009:712; Houser, 2012:35). Babbie (2013:57-58) 
adds that a paradigm is a model, or frame of reference, that a researcher can use 
to organise understanding and reasoning of the phenomenon studied. Similarly, 
Wisker (2009:60-61) defines a research paradigm as ways in which we view the 
world.  
 
The theory of distributed cognition (DCog) is used as the research paradigm for this 
research study. Edwin Hutchins developed this theory in the 1980s. He describes in 
his theory that understanding, knowledge generation and learning take place in a 
coordinated system, namely a cognitive system (Rogers, 1997:1). Distributed 
cognition studies the social, cognitive and organisational perspectives of cognition. 
Rogers (1997:3) identifies three characteristics of cognitive systems that distinguish 
DCog from other cognitive theories. Firstly, Hutchins presumed that a cognitive 
system consists of many different individuals, each with their own cognitive 
properties. He also claimed that each participant’s possessed knowledge is variable 
and unique, and theorised, due to this variation in knowledge, that individuals 
interact. Secondly, Rogers (1997:3) further states that in a cognitive system these 
individuals exchange knowledge to complete a collaborative task. The knowledge 
gets pooled and therefore the individuals who participate in the cognitive system 
gain new knowledge, which leads to increased understanding of the phenomena. 
Lastly, the distributed nature of information access in the cognitive system enables 
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coordination of expectations, which in turn forms the basis of coordinated action 
(Rogers, 1997:3). The objective of DCog is thus to provide a descriptive account for 
how distributed components of human interaction are coordinated by analysing 
collaboration and interaction between different individuals; the media they use to 
interact (representational media); as well as the sociocultural environment in which 
the interaction takes place (Distributed Cognition (DCog), n.d:1, Zhang & Norman, 
1994:87-89, 116-118), to gain insight and understanding of a certain phenomenon. 
The representational media may be either external or internal. External 
representations refer to those external symbols, rules, and artefacts, individuals 
encounter in the given context in which they interact. In contrast, internal 
representations refer to those cognitive processes happening within an individual. 
The internal representations are also, according to the theory of DCog, residua of 
past interactions within various environments with different external representations 
(Harris, n.d.:2; Liu, Nersessian & Stasko, 2007:1-3; Zhang & Norman, 1994:89).  
 
This descriptive theory is used as a premise and reference framework to report on 
the interaction and experiences of radiographers and medical practitioners in after-
hours trauma units pertaining to radiographer reporting of trauma related 
radiographic images in the NMBM. This assisted and guided me to present a holistic 
account of the phenomenon studied through accurate descriptions of the 
experiences of the individual participants against the contextual background of this 
study. Furthermore, it also informed and guided my methodological approach used 
in this study, to best inform the research questions and objectives. 
 
1.8 RESEARCH DESIGN AND METHODS 
 
The research design flows directly from the research questions and forms the 
‘blueprint’ for a study and this determines the methodology a researcher selects for 
a study in order to maximise the validity of a study (Brink, van der Walt & van 
Rensburg, 2012:96). Research methods refer to techniques utilised by researchers 
to structure a study, and to collect and analyse information relevant to the research 
questions of a study (Polit & Beck, 2012:12). The research approach used was 
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qualitative, exploratory, descriptive and contextual in order to best inform the 
research questions and objectives of this study. Data analysis was done using 
Tesch’s method of thematic synthesis (Creswell, 2014:198). Data were reported and 
a literature control done. Measures to ensure trustworthiness were effected, and all 
ethical principles were upheld. See Chapter 2 for the details.  
 
1.9 CHAPTER DIVISION 
 
There are four chapters in this study. 
 Chapter 1: Overview of the study. 
 Chapter 2: Research design and methodology. 
 Chapter 3: Discussion of results and literature control. 
 Chapter 4: Recommendations, limitations and conclusion. 
 
1.10 CONCLUSION 
 
This chapter provided a brief background and rationale for the study. It  included the 
aim of this study, namely to explore and describe the experiences of medical 
practitioners and radiographers regarding trauma related radiographic images in 
order to provide recommendations to the PBRCT of the HPCSA regarding reporting 
on trauma related radiographic images by radiographers. The background and 
rationale to the study, and the problem statement, were outlined. Also presented 
were the objectives of the study, and an overview of the research design and 
methodology used. Chapter 2 explains and provides a detailed account of the 
research design and methodology utilised for this study. 
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CHAPTER 2: RESEARCH DESIGN AND METHODOLOGY 
 
2.1 INTRODUCTION 
 
In Chapter 1, an overview of the research study was presented highlighting the 
problem, background and rationale, aim and objectives of the study. The research 
paradigm used was also discussed. This chapter comprehensively explains the 
research design, and methodology used in this study. The methods employed to 
ensure trustworthiness and ethical considerations are discussed. 
 
2.2 RESEARCH DESIGN 
 
According to Houser (2012:151), research design is a holistic description of a 
conducted research study, which describes all the major objectives of the research. 
This study can be described as an exploratory, descriptive and contextual qualitative 
study. The research design is discussed below. 
 
2.2.1 Qualitative 
 
Standing (as cited in Grove, Gray & Burns, 2015:20) describes qualitative enquires 
of research as humanistic and naturalistic. The reason being is that a  research study 
is conducted in the natural setting of the participants, in order to involve their 
experiences of the specific phenomenon being studied, as well as social 
interactions, which in turn makes the  enquiry of research humanistic. A researcher 
is the key instrument in data collection, and is reflexive and interpretive (Creswell, 
2013:46). As a research enquiry, a qualitative research approach is a method to 
facilitate deeper understanding of the phenomenon being studied in a systematic, 
subjective manner from the perspective of those individuals who have experienced 
the particular phenomenon using inductive methods of interpreting data gathered 
(Grove, Gray & Burns, 2015:20; Mills & Birks, 2014:260). Kumar (2014:14) also 
indicates that the emphasis is placed on the description and narration of individuals’ 
experiences, feelings and perceptions in qualitative enquiries of research, and the 
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findings are presented in a narrative and descriptive manner with no or little 
consideration to generalisations.  
 
The aim of the study, and the paucity in literature related to the phenomenon being 
studied, therefore made a qualitative research design best suited to explore and 
describe the experiences of radiographers and medical practitioners with regards to 
reporting of after-hours trauma related radiographs, and the context in which it 
occurs. Individual, in-depth, semi-structured interviews were used to gather the data. 
The contribution to the body of knowledge are the recommendations made to the 
PBRCT of the HPCSA regarding reporting by radiographers. 
 
2.2.2 Exploratory 
 
An exploratory study intends to expand the body of knowledge related to the 
phenomenon being studied to provide a baseline of information that can be 
confirmed or rejected in subsequent confirmatory studies (Burns & Grove, 2009:700; 
Fouché & de Vos, 2011:95). Stead and Struwig (2001:7) add that the main purpose 
of exploratory research is to develop and clarify the phenomenon or situation being 
studied, in order to provide questions and hypotheses which could be studied in 
subsequent studies. An exploratory study can be validated when there is a lack of 
information, or very little known of the particular situation or phenomenon being 
studied (Fouché & de Vos, 2011:95; Kumar, 2014:13). An exploratory approach also 
assists a researcher to create a general representation of the situation studied after 
becoming more knowledgeable of the elementary actualities of the situation being 
studied (Fouché & de Vos, 2011:96). 
 
Due to the paucity of research and evidence on the experiences of radiographers 
and medical practitioners pertaining to radiographer reporting on radiographic 
images in after-hours trauma units universally, and moreover in South Africa, an 
exploratory study was deemed appropriate as an objective of the research design 
of the study conducted. The aim of this study was to ultimately expand and contribute 
to the existing understanding of the experiences involved when radiographers 
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provide professional, verbal reports and opinions voluntarily on trauma radiographic 
images, within the current contexts. Furthermore, the aim was to assess the 
participants’ full experience of an interchange when a radiographer provides a 
medical practitioner with an interpretive judgment regarding radiographic images 
relating to trauma. The rationale for the assessment of participants’ experiences 
should provide new insight and understanding of their experiences within the 
particular context in order to inform the second objective and research question of 
this study (cf. 1.3, 1.5). 
 
2.2.3 Descriptive 
 
Descriptive studies aim to gather more information pertaining to phenomena in their 
natural setting due to lack of information, and to provide a holistic account of how 
they occur in their natural context (Burns & Grove, 2009:696). Rubin and Babbie (as 
cited in Fouché & de Vos, 2011:96) add that a researcher also provides an accurate, 
intensive description of the phenomenon being studied by means of generating 
deeper meanings of the phenomenon and presenting it as thick, data rich 
descriptions.  In addition, Wisker (2009:54) states that a descriptive research design 
aims to collect more data related to a phenomenon and then to capture it with 
detailed information. 
 
In this study the aim was to holistically describe the experiences of radiographers 
and medical practitioners during their interactions in after-hours trauma departments 
when the former voluntarily provide professional verbal reports on trauma related 
radiographic images. This enabled me to gain a necessary, new insight of the 
phenomenon being studied in order to inform the recommendations to the PBRCT 
of the HPCSA. After doing in-depth, one-on-one interviews, and studying the context 
in which the participants operated, it was possible to present a thick description of 
the phenomenon under study, and to provide evidence of their experiences.  
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2.2.4 Contextual 
 
Mason and Dale (2011:31) state that a contextual research study provides the 
manner in which the relationship between participants in their environment are 
conceptualised. Mason and Davies (as cited in Mason & Dale, 2011:31) add that the 
immediate milieu in which participants find themselves, and the tasks they are asked 
to perform, act as stimuli for their actions and responses in a particular situation. Put 
differently, this entire situation becomes the data which need to be analysed. Babbie 
and Mouton (2014:272) add that the main intention of contextual approaches to 
research is to provide accurate descriptions to facilitate understanding phenomena 
being studied within a concrete, natural context in which they occur. This is also one 
of the main claims of qualitative research, in that, to accurately and holistically 
understand the true nature of how and why events occur in a particular way, requires 
a researcher to study the situation of the phenomenon in its natural setting (Babbie 
& Mouton, 2014:272). 
 
In this study, the context includes radiographers and medical practitioners working 
in after-hours trauma units in public hospitals in the Nelson Mandela Bay 
Municipality. The researcher has some insight into the context which was gained   
when he worked in this environment, however, in order for other researchers, and 
users of this study, to utilise and possibly generalise the findings, a full description 
of the context is provided in Chapter 3 with the findings. The researcher performed 
the interviews in the physical environment, or close to, where the interaction 
between the medical practitioners and radiographers took place, which enabled him 
to observe the contextual influences. For example, the presence of prioritising 
patients, or a large number of patients waiting to be seen by the physician, and how 
this influenced the phenomenon. It also gave him an opportunity to describe the 
relationships, and functions of the different role players first hand. The context is 
described in Chapter 3 (cf. 3.2). 
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2.3 RESEARCH METHODS 
 
Research methods refer to a detailed account pertaining to the specific steps that 
were carried out to collect data, in order to satisfy the research questions (Maree & 
van der Westhuizen, 2013:34). This section provides details of the research 
methods used in this study. The methods that were used to focus on the objectives 
of this study are depicted in table 2.1. 
 
Table 2.1: Objectives of this study and methods used to achieve each objective 
Phase of the study Objectives Methods 
Phase one 1.  To explore and describe the experiences 
of medical practitioners and 
radiographers regarding radiographic 
image reporting, related to trauma. 
Semi-structured, 
in-depth individual 
interviews. 
Phase two 2.  To make recommendations to the 
PBRCT of the HPCSA regarding 
reporting on trauma related radiographic 
images in after-hours trauma units. 
Development of 
recommendations 
to the PBRCT of 
the HPCSA using 
inductive logic from 
the results of the 
data analysis.  
 
 
2.3.1 Phase one: Data gathering and analysis 
 
Phase one of the study encompassed sampling, participant recruitment, as well as 
the data collection, and subsequent analysis of the data. 
 
2.3.1.1 Target population 
 
A target population is an entire population of interest that meets a specified set of 
criteria relevant to a particular study (Burns & Grove, 2013:44; Hunt & Lathlean, 
2015:173), The target population, in this study, included all radiographers and 
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medical practitioners who are registered with the HPCSA, in terms of the Health 
Professions Act 56 of 1957, that work in the NMBM public sector hospitals after-
hours trauma units. The target population was estimated to include sixty-five (n=65) 
radiographers, and fifty (n= 50) medical practitioners, respectively. However, 
variances could have occurred due to the fact that some of the professionals worked 
between different institutions, on a rotational basis, within the NMBM. 
 
2.3.1.2 Sampling and sample size 
 
Sampling is a purposeful selection of a group of individuals from a defined population 
(target population) from which information will be gathered and knowledge gained 
(Holloway & Wheeler, 2010:137; Nieuwenhuis, 2013:79). According to Holloway and 
Wheeler (2010:137) the sampling strategies of a qualitative researcher are guided 
by the underlying principles of gaining rich, in-depth information. For this study, 
purposive sampling was used. It is a non-probability method in which participants 
are selected in accordance with pre-determined inclusion and exclusion criteria, in 
relation to the research questions of the study (Nieuwenhuis, 2013:79). Purposive 
sampling ensures that participants possess the unique characteristics, which can 
best and reliably inform the research questions of the study. The sampling method 
also enhances credibility of the study (Houser, 2012:424; Daniel, 2012:87-88). 
Purposive sampling is based on a researcher’s judgment of who will best inform the 
research questions of a study (Babbie, 2013:128).  
 
The sample size for this study was determined once theoretical data saturation had 
been achieved. Nieuwenhuis (2013:79) defines theoretical data saturation as the 
point during the data collection phase, where new data no longer provide insights to 
additional or new emerging themes that inform the research questions. The sample 
size for this study included ten participants (n = 10) which is comprehensively 
described in chapter 3 (cf. 3.2.1). Data saturation had been reached in this study 
with the described sample. 
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The sample included recruited participants consisting of a portion of the target 
population as described above, who met the sampling criteria. The following were 
the inclusion criteria used to determine suitability of potential participants. 
 
 Inclusion criteria: 
o Only radiographers and medical practitioners registered with their 
relevant professional boards in the HPCSA; 
o For convenience all radiographers and medical practitioners who 
worked within the public sector after-hours trauma units of NMBM, 
were included in the study since they could best inform the research 
questions as study participants, if they met all the other inclusion 
criteria. Only units that had access to diagnostic radiographic imaging 
services after-hours were included; and 
o Participants had to have at least one year’s experience in clinical 
practice, related to trauma. 
 
2.3.1.3 Participant recruitment 
 
After ethical clearance had been sought and received (Addenda A – E), the 
researcher personally approached potential participants. Recruitment methods 
included face-to-face communications and electronic mail (e-mail). I informed 
potential participants about the purpose and objectives of the study. After initial 
contact and communication with them, I sent each one an electronic communication 
that included an information letter, which outlined and explained the research study 
to be conducted. It also contained information regarding data gathering techniques 
that would be used (Addendum F). To accommodate participants’ language 
preferences the information sheet was available in English or Afrikaans. 
 
However, some participants did not readily access their e-mails. They preferred 
communication during the recruitment phase and process by means of social media. 
I then changed my recruitment approach using the messenger application on 
Facebook, i.e. Facebook Messenger, and the WhatsApp application. Participants 
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were much more responsive to this recruitment approach. During the initial social 
media conversation potential participants were asked about their interest to 
participate in the study. If their response was positive, they were requested to 
provide their respective e-mail addresses so that I could forward them the participant 
information letter. After I sent the information letter, I then informed each potential 
participant of the e-mail sent. When the information letter had been read, I again 
used one of the two identified social media platforms to establish whether each 
potential participant was still interested in continuing in the study. 
 
When a potential participant agreed to participate, an appointment was made for a 
face to face interview - when and where it was suitable for the participant. The 
interview took place at a venue of his/her choice, that was quiet and where privacy 
and confidentiality (and anonymity – if possible) could be achieved. The appointment 
finalisation for interviews also mainly took place on one of the two identified social 
media platforms. A reminder was then sent to the participants a day prior to their 
scheduled interview on a social media platform. This was done to provide them with 
an opportunity to confirm their attendance. 
 
2.3.1.4 Data collection 
 
Brinkmann and Kvale (2015:3) state that the interview process, in qualitative 
inquiries, endeavours to understand the phenomenon being studied from a 
participant’s perspective, in order to create meaning of a participant’s experiences 
before scientific explanation of the studied phenomenon is done. An in-depth and 
holistic account of the participants’ beliefs, perceptions, and an account of the 
phenomenon was necessary (Botma et al., 2010:206; Greeff, 2011:351). The use of 
an interview protocol yields benefits that assist a researcher to think about the data 
he or she would like to gather that would be useful for a study (Greeff, 2011:343-
344). 
 
A semi-structured, in-depth, individual interview was used to best inform the 
research questions and objectives of this study. Semi-structured interviewing was 
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deemed the most appropriate method of data collection. The researcher needed 
specific information regarding the experiences of the participants regarding the 
reporting of radiographs in after-hours trauma units, and therefore needed to be 
flexible in scope and depth (Greeff, 2011:348). The researcher personally acted as 
the research instrument and interviewer, making use of an interview protocol, or 
interview schedule, which contained open-ended questions, which were verbally 
posed to the participants in order to elicit their experiences and gain information 
pertaining to the phenomenon studied. The interview protocol contained the 
following main questions that were posed to participants to guide the interview to 
best inform the research questions and objectives of the study. 
 
The questions I asked radiographers were: 
 How is it for you to report on radiographs of trauma cases to medical 
practitioners, in an after-hours trauma unit? 
 How should radiographers be prepared to report on radiographic images 
related to trauma? 
 
The questions I asked medical practitioners were: 
 How is it for you to have radiographers report on radiographic images of 
trauma cases in an after-hours trauma unit? 
 What are your expectations of radiographers working in the after-hours 
trauma unit regarding reporting on radiographic images related to trauma? 
 How should radiographers be prepared to report on radiographic images 
related to trauma? 
  
At the start of the interview I set the participant at ease, made sure he or she was 
comfortable, and re-iterated the study aims and objectives by going through the 
participant information letter with the participant (Addendum F). After which I allowed 
the participant to ask any questions, which I answered honestly and 
comprehensively. Once a participant agreed to continue with the interview, an 
informed consent form was completed (Addendum G). Participants were informed 
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that they could withdraw at any time from the study without fear of victimisation or 
any repercussions. I then proceeded to collect demographic information (Addendum 
H). To make the interviewee more comfortable, the interviewee (participant) was 
given the interview protocol, namely to read the set questions, and reflect on them 
for approximately a minute. The participants were also told that it was not a question 
and answer session, but rather a topic guided conversation. This prelude and 
perusal of the interview protocol aided participants to delineate the context of the 
study further, and express their experiences more freely. Subsequently, this resulted 
in free, continuous conversation between myself and each participant. Uncertainties 
and the researcher’s misconceptions were clarified throughout the interview, to 
ensure that the interviewer (the researcher) captured the true essence of each 
participant’s experiences. Throughout each interview, probing questions were asked 
to clarify and/or elicit a deeper understanding of the participants’ responses. I also 
listened attentively, used positive body language, and silences throughout the 
interview to give participants positive feedback, and encouragement to share their 
experiences. 
 
Prior to the interview, the digital recorders were checked for good working order. 
Spare extra batteries were available. The participants’ permission was requested for 
the interviews to be digitally recorded, and transcribed verbatim by the researcher. 
However, one participant did not want to be recorded, thus I had to act as interviewer 
and scribe, during the interview. The participant agreed to this, and the interview 
was transcribed directly onto my laptop. 
 
After the interview, I switched the digital voice recorder off, and engaged in general 
conversation for about five to fifteen minutes, for two reasons. First, to assess how 
the participant (interviewee) felt about the interview.  Second, to determine whether 
the participant needed referral for a counselling session. It also gave me time to 
thank the participant for providing a valuable contribution by participating in this 
study. 
 
 27 
 
Once an interview was completed, I made field notes, and gave the participant a 
code, so that the data stayed confidential. I transcribed the recorded interview. 
Transcriptions were done verbatim. Each transcript had an identification number and 
only the researcher was able to correlate the particular participant and identification 
number of the transcript. 
 
2.3.1.5 Data analysis 
 
Once the interviews had been transcribed verbatim by me, I then analysed the data. 
The data were synthesised into themes of commonalities by using the data analysis 
and coding process in accordance with the eight steps suggested by Tesch. Data 
analysis process involves systematic organisation and preparation of the data by 
means of coding, in order to condense and reduce the data into themes (Creswell, 
2013:180). Data analysis is pluralistic in nature since data collection and analysis 
are parallel, iterative events (Grove et al., 2015:88).  
 
In this study Tesch’s data coding and analysis process was used by me. It involved 
eight steps (Creswell, 2014:198): 
 All the interview transcripts were read to get a general sense of the content 
of the transcriptions. Some ideas were also written down as they came to 
mind, as possible themes. 
 An interview transcription from all the transcriptions was selected. The 
researcher read the document critically to deduce deeper meaning of the 
content of the transcription. Once again ideas and thoughts were written 
down, in the margin on the interview transcript. 
 Once that had been done for several interview transcripts, the emerging 
themes and ideas were clustered together, with similar topics in one group.  
 Thereafter, the researcher abbreviated the themes or topics into codes and 
put the code at the specific segment of the interview data, and also the 
emerging of new themes or codes. 
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 The researcher worded topics in the most descriptive way possible and then 
converted them into categories. The list of categories was reduced by 
clustering related topics together. 
 The researcher made a final decision on the abbreviation for each category 
and alphabetised the codes. 
 The researcher then compiled the data material for each category together in 
one place and did a preliminary analysis. 
 
An independent coder was asked to use Tesch’s method to analyse the data. The 
independent coder holds a master’s degree in social work and is very experienced 
with qualitative research and the data analysis process. I provided the independent 
coder with some background information regarding the aims and objectives of the 
study, without directing the independent coder. The independent coder did not have 
access to the participants’ identities. The independent coder was asked to sign a 
non-disclosure agreement (Addendum I). A letter of confirmation of coding was 
provided (Addendum J). Once the independent coder completed the entire analysis 
process, the researcher and the coder compared their respective emerging themes. 
A consensus was reached regarding the final themes that resulted from the data of 
the interviews.  
 
The themes and sub-themes that emerged are discussed in detail in Chapter 3 along 
with literature control. 
 
2.3.1.6 Literature control 
 
The main purpose of the literature control is that it becomes a baseline or 
benchmark, to which the results and findings (themes or categories) of the 
conducted study can be compared and contrasted,  and  it  provides a framework to 
determine the significance of a study conducted (Creswell, 2014:28-29). Mouton 
(2001:6) adds that literature control aids in understanding how other researchers 
have theorised and conceptualised the research issues, their empirical findings, and 
 29 
 
what research instruments they used. A literature control locates a researcher’s 
findings within existing literature and demonstrates how the findings contribute, 
develop further, or challenge what is already know about the topic (Braun & Clarke, 
2013:257). It is therefore an important part of the research process. An extensive 
literature control was conducted to verify and validate research findings. In Chapter 
3, the identified themes are discussed, and literature control is used to compare the 
findings of this study to literature in order to validate or verify findings. 
 
2.3.2 Phase two: Recommendations to the PBRCT of the HPCSA 
 
Phase two of this study entailed the development of recommendations to the PBRCT 
of the HPCSA regarding reporting on trauma related radiographic images by 
radiographers. This phase was informed by the first phase of this study with 
particular emphasis on the findings obtained. 
 
Initially it was thought that the study would only yield information about how 
radiographers would have to be prepared to report on trauma related images (from 
the research question), however the findings proved to be more extensive, and 
yielded information that the PBRCT of the HPCSA could use for policy and 
regulatory amendments, changes to the regulations pertaining to training of 
radiographers, as well as standard development. The HPCSA could also consider 
the findings of this study to improve collaboration between the different professional 
boards of the HPCSA, and also to enhance the regulations, and training, of medical 
practitioners regarding radiology and inter-professional collaboration with regards to 
patient care and management. 
 
The recommendations were made by drawing inferences from the themes and sub-
themes of the data. The contextual information was taken into consideration, and 
cognisance was taken of the implications and resources needed to implement such 
recommendations on national level. 
 
The recommendations are discussed comprehensively in Chapter 4. 
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2.3.3 Pilot study 
 
Botma et al. (2010:275) describe a pilot study as a minor version of a larger study 
to be conducted. It is usually performed prior to a larger study. A pilot study only 
includes a few participants that meet the inclusion criteria of a study. A pilot study is 
done to assess the viability and adequacy of the research methods to be used in a 
larger study, as well as whether a researcher has the necessary skill to conduct such 
a study (Botma et al., 2010:275).  
 
The pilot study used in this study involved two participants who met the requirements 
of the inclusion criteria. One medical practitioner and one radiographer participated 
in the pilot study. Verbatim transcriptions of the data were done. Data analysis and 
description followed and the findings were presented to the supervisors of this study, 
to assess the validity of the research questions and effectiveness of the data 
collecting instrument utilised. Hardly any changes were needed. The data produced 
by these two interviews in the pilot study were thus included for analysis and formed 
part of the findings of this study. 
 
2.4 TRUSTWORTHINESS 
 
It was Guba and Lincoln (1985, as cited in Houser, 2012:426) who first stated that 
trustworthiness should be used when referring to the validity and reliability of a 
qualitative research study. Trustworthiness criteria are needed, according to 
Nieuwenhuis (2013:80) because a researcher acts as the research instrument. The 
criteria proposed by Guba and Lincoln were used to ensure trustworthiness in this 
study.  
 
2.4.1 Credibility 
 
Credibility refers to methods employed to portray the research findings as true to the 
realities of the participants as is reasonably possible (Schurink, Fouché & de Vos, 
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2011:419-420; Houser, 2012:426). The researcher ensured credibility of this study 
by means of the following methods. 
 Intuiting: According to Burns and Grove (2009:529), intuiting involves a total 
focus on the phenomenon being studied to gain deeper insight and 
understanding of it. This was achieved by means of in-depth, semi-structured, 
one-on-one interviews, and by using an interview protocol to guide and focus 
the interview. Probing questions were used to gain a deeper understanding 
of the experiences of the participants. 
 To enhance the credibility of the study results, an independent coder was 
involved in the data analysis and coding of the data gathered. 
 Prolonged engagement with participants assisted me to gain their trust and 
willingness to voluntarily participate in this study, which subsequently 
positively impacted the quality and quantity of information participants were 
willing to share. 
 Member checking: Throughout the interviewing processes I asked 
participants to clarify any misunderstandings or unclear concepts and 
statements to attain a holistic and accurate understanding from the 
participant’s perspective, and to understand how each participant created 
meaning from his or her experiences. I had to listen attentively and be 
engaged during the interview sessions. A table, containing the emerged 
themes and sub-themes, was also sent to participants for comment. The five 
participants, who responded within the one week deadline, were all in 
agreement with the findings.  
 Triangulation: Two different health professional groups formed part of the 
sample. Six participants were radiographers and four were medical 
practitioners. Having a heterogeneous sample gives rise to data source 
triangulation and data richness. 
 Purposive sampling: This assisted in reduction and elimination of selection 
bias of participants, and enhanced distributive justice, as described by 
research ethics. This sampling method was also favourable since the pre-
determined inclusion criteria ensured that the selected participants could best 
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inform the research questions, considering their unique characteristics that 
made them suitable participants for this study. 
 
2.4.2 Confirmability 
 
Houser describes confirmability as the attempts made by a researcher to enhance 
objectivity throughout a study, by reducing biases in methods and procedures 
(2012:426). The methods employed, to ensure confirmability, were member 
checking (cf. 2.4.1). Further to that:  
 A rich and thick description of the findings, research design and methodology, 
is included and extensively elaborated on and examples given of participants’ 
utterances. 
 Researcher reflexivity: Personal beliefs and attitudes of the researcher, which 
could have potential biased influences on the study findings, were made 
known. Reflexivity requires researchers to have a conscious awareness of 
self and continuously bracket themselves from bias (Burns & Grove, 
2009:545). Reflexivity was also attained by a preface in this dissertation, in 
the form of a statement of subjectivity. Another method of achieving reflexivity 
was by using the first person in sections of this dissertation where I chose to 
follow certain methods and approaches, or when certain acts were personally 
done. This is in keeping with taking accountability for my choices during this 
study and demonstrating the integral part a qualitative researcher plays in 
such research inquiry (Holloway & Wheeler, 2010:316).  
 Use of independent coder: Once I, and the independent coder, completed the 
analysis and coding of the data gathered from the interviews, we met to reach 
consensus regarding the final emerged themes from the data. 
 
2.4.3 Dependability 
 
Dependability corresponds to reliability, and points to the methods utilised to ensure 
that if this study were to be repeated on similar participants in similar contexts that 
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the findings would be consistent (Houser, 2012:426-427). Schurink, Fouché and de 
Vos (2011:420) add that dependability refers to the justifications a researcher 
attempts to provide for the changes of the phenomenon being studied, as well as 
changes in design brought about by an increased understanding of the contextual 
background of the phenomenon.  To ensure dependability, rich descriptions of the 
participants’ experiences, as well as a detailed description of the context in which 
the study was done (cf. 3.2), as well as the pilot study, are included and 
comprehensively described. Triangulation, and the use of an independent coder, 
also increased dependability of the conducted study (cf.3.1, 3.2). 
 
2.4.4 Transferability 
 
Transferability is the extent to which the research findings of a study can be 
transferred from one context to another (Botma et al., 2010:292). In qualitative 
studies, generalisations is sometimes difficult, and the transferability assists other 
researchers to conduct a similar study in similar contexts elsewhere. The details 
regarding the purposive sampling method employed, the inclusion criteria, and the 
methodology used  to conduct this study (see Chapter 2), as well as the 
comprehensive contextual description of the study (cf. 3.2), provide the necessary 
information to transfer this study to other after-hours trauma units in the public sector 
hospitals with similar target populations and samples. 
 
Table 2.2 provides a synoptic representation of the criteria used in this study to 
ensure trustworthiness.  
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Table 2.2: Summary of criteria used in this study to ensure trustworthiness 
Trustworthiness criteria – 
Guba and Lincoln model 
Measures the researcher took to ensure 
trustworthiness 
Credibility 
 Intuiting 
 Member checking 
 Triangulation 
 Use of independent coder 
 Purposive sampling 
 Prolonged engagement with participants 
Confirmability 
 Researcher reflexivity 
 Member checking 
 Rich and thick description of findings, research 
design and research methodology 
 Using quotes as examples of participants’ 
utterances 
 Use of independent coder 
Dependability 
 Comprehensive description of the context in which 
the phenomenon is studied 
 Pilot study done prior to the main study 
 Triangulation of data sources 
 Use of independent coder to analyse data gathered 
Transferability 
 Description of purposive sampling method 
employed, together with the inclusion and exclusion 
criteria utilised 
 Comprehensive discussion of the research design 
and methodology utilised 
 Extensive and comprehensive description of the 
context in which the study was conducted 
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2.5 ETHICAL CONSIDERATIONS 
 
Ethics in research provides a researcher with guidelines on how to conduct the 
research. Ethics are applied by a researcher in decision-making and 
implementation. Personal integrity, and respect for participants, are of utmost 
importance throughout a research study (Houser, 2012:50). According to Resnik 
(2011:¶ 7), ethical norms are important in research for five main reasons, namely: 
for promotion of the aims of the study, as well as values like trust, fairness and 
mutual respect. This is particularly important when working in collaboration with 
others, which usually leads to greater cooperation of participants. Furthermore, 
ethical norms could aid in holding a researcher accountable to the public: a 
researcher would thus have to abide by certain legislative guidelines. Ethics in 
research also helps to promote and build public support for research, as well as 
promoting significant social and moral values, for instance legislative compliance, 
social responsibility, health and safety, as well as human rights. The ethical 
principles and strategies adopted in this study are discussed below. 
 
2.5.1 Beneficence 
 
Beneficence requires a researcher to act in a manner that will benefit participants 
(Burkhardt & Nathaniel, 2008:61-63). This implies that a researcher should promote 
good. According to Ford and Reutter (as cited in Fouka & Mantzorou, 2011:5) 
beneficence relates to the potential benefits of a research study. Therefore a 
balance should be maintained between the risks and benefits of a study.  
 
Participation in this study could result in aspirational benefits as described by King 
(2000, as cited in Botma et al., 2010:21). Aspirational benefits refer to benefits to 
society, and not necessarily the participants of a study, due to the results of a study. 
In this particular study, potential reform of the regulations defining the scope of the 
profession of radiography, or opportunities for additional academic and professional 
skill attainment could be resultant benefits for radiographers. The potential also 
exists for improvement of inter-professional collaboration, as well as for 
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radiographers to utilise their full complement of knowledge and skills, in order to 
attain their full potential.  Participants could also gain an improved self-esteem as 
some may perceive that, due to their selfless acts, their professional standing and 
worth would be enhanced. Participants could also gain a greater insight into how 
daily practices can have multi-factorial influences, without them actually realising 
this. 
 
2.5.2 Non-maleficence 
 
Non-maleficence relates to a researcher’s duty to act in ways to avoid causing any 
harm to participants of a research study, which includes deliberate harm, and the 
risk of harm (Burkhardt & Nathaniel, 2008:63). Ford and Reutter (as cited in Fouka 
& Mantzorou, 2011:5) add that non-maleficence relates to the potential risk of 
participating in a research study. To minimise the risk of any harm, be it legal, 
psycho-social or physical to any participant of this study, the researcher maintained 
confidentiality (and anonymity where possible) and privacy of participants, by non-
disclosure of information that may have identified any of them. Also the participants 
were informed about their right to withdraw their participation from the study at any 
time they wish to do so without fear of victimisation.  Therefore, interviews were done 
by the researcher himself, at venues discussed between the researcher and each 
participant. The researcher only performed interview techniques with which he felt 
comfortable and competent. Also, counselling services were available to any 
participant who might have found the interviewing process upsetting or emotionally 
disturbing. This included debriefing or counselling from a registered psychologist 
who was on standby by virtue of the arrangements made by the researcher.  
 
2.5.3 Autonomy 
 
Autonomy refers to a participant’s right to self-determination and self-governance. It 
relates to a participant’s freedom of independent decision-making (Burkhardt & 
Nathaniel, 2008:53). Autonomy is ensured by informed consent and avoidance of 
parentalism. According to the Belmont Report, informed consent entails three main 
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elements namely: information, comprehension and voluntariness (Botma et al., 
2010:53). Stated differently, this implies that informed consent entails the exchange 
of information regarding the research methodology protocol followed during this 
study between the researcher and participant. During this process each participant 
was allowed to ask questions to clarify any information given, or not understood. The 
researcher was honest in answering posed questions, and comprehensive 
information was provided. Informed consent was obtained in a language of choice 
of each participant. The participant information letter, and informed consent form, 
were available in Afrikaans and English. The informed consent process was 
concluded when each participant signed the informed consent form. The latter also 
acted as a contract of agreement between the researcher and each participant. The 
researcher also informed the participants of their right to withdraw from the study at 
any time, without fearing any consequences. Coercion, bribing, and parentalism 
were not used to recruit or retain participants. I also abided by the underpinning 
principles of informed consent throughout the research cycle during which this study 
was conducted. 
 
2.5.4 Justice 
 
Justice is the ethical concept relating to unbiased, fair and appropriate treatment of 
participants during the course of a research study (Burkhardt & Nathaniel, 2008:73). 
The principle of justice was applied in the research process during the recruitment 
phase of participants. Therefore, any radiographer and medical practitioner that met 
the predetermined inclusion criteria, and who was willing to participate in this study, 
was eligible to be a participant. To ensure justice throughout the study and research 
process, the information supplied in the participant information letter was adhered 
to, Furthermore, the interviews were done by the researcher himself, so that all 
participants had equal and fair treatment during their participation in this study. A 
purposive sampling approach also eliminated and reduced selection biases, and 
enhanced distributive justice to all participants, to provide all eligible individuals an 
equal and fair chance to participate at their free will. 
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2.5.5 Veracity 
 
The ethical principle of veracity relates to truthfulness and honesty of a researcher 
towards participants, the public and academic community, to which the results of a 
study may be availed upon completion of such a study (Burkhardt & Nathaniel, 
2008:65). Veracity is also an accepted universal virtue axiological to research. In 
this study, veracity was maintained by being honest and truthful towards 
participants. They were kept informed throughout the research process. If 
participants had any questions, the researcher answered   them to the best of his 
ability in an open and transparent manner. Being truthful from the start with 
participants raised awareness of the expectations and consequences of 
participating in this research study, avoiding any unnecessary harm to participants. 
 
2.5.6 Privacy and confidentiality 
 
According to Burkhardt and Nathaniel (2008:67-68), the ethical principles of privacy 
and confidentiality are interconnected. Where privacy relates to a participant’s right 
to control personal information that he or she discloses to a researcher and 
confidentiality demands non-disclosure of such personal information of a participant. 
Therefore, it implies that confidentiality requires a researcher to maintain the privacy 
of participants. 
 
No information regarding any participant’s identity was disclosed to any other person 
by the researcher of this study. Only demographic information needed for the study 
was recorded, and has stayed in the possession of the researcher. Access to raw 
data and interview transcription was strictly controlled. The independent coder only 
had access to the interview identification number and not the identity or 
demographics of any participant. The independent coder was also requested to sign 
a non-disclosure agreement (Addendum I). I was the only person who had access 
to the cover page of each interview transcript (Addendum H), which lists both 
participant identity and identification number. Furthermore, no information disclosed 
by participants was used in such manner where it could be traced back to the identity 
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of them. Interviews took place at venues, discussed and agreed upon by the 
researcher and each participant, prior to the interview. 
 
Anonymity of participants were ensured, by not disclosing any information of any 
participant with any other party. All information was disclosed confidentially to me, 
and dissemination of findings were only permissible by using pseudonyms, i.e. the 
participant identification number.   
 
2.5.7 Gaining ethical permission to do the study 
 
An application for ethics approval was made to the faculty postgraduate studies 
committee (FPGSC) of the Nelson Mandela Metropolitan University (NMMU). The 
completed prescribed application form accompanied the proposal upon submission. 
Approval and ethical clearance was granted to conduct this research study by 
FPGSC (Addendum A). 
  
In addition, to gain entry to the research sites, applications were submitted to the 
Department of Health of the Eastern Cape (ECDoH), the person in-charge of clinical 
governance or the medical superintendent in the selected hospitals (Addenda B and 
D). Both the ECDoH, and the management of the selected research sites, granted 
permission to conduct this study (Addendum C and E). These individuals acted as 
the gatekeepers through which access to the relevant departments was granted, at 
each of the research sites approached. The respective heads of the radiography 
departments at the research sites, as well as the respective heads of clinical 
governance at the research sites provided verbal permission in order to access the 
participants in their respective departments. The heads of these respective 
departments therefore also acted as gatekeepers. 
 
When permission to conduct the research study was granted by the identified 
research sites, the data gathering commenced. 
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2.6 CONCLUSION 
 
In this chapter a comprehensive description of the research design and methodology 
followed are presented. In addition, methods for ensuring trustworthiness of the 
conducted study and ethical considerations are included. 
 
The research methodology involved two phases, where phase one informed phase 
two to be materialised. The methodology in phase one consisted of sampling, in-
depth, individual, semi-structured interviews as the data collecting method. The data 
were analysed using Tesch’s eight step method of data coding and analysis to 
identify the final emerging themes. An independent coder assisted with the data 
analysis. The main purpose of phase one was to explore and describe the 
experiences of radiographers and medical practitioners in after-hours trauma units 
related to reporting on radiographic images. Phase two consists of the development 
of recommendations to the PBRCT of the HPCSA regarding reporting on trauma 
related radiographic images by radiographers. The identified themes and literature 
control are discussed and presented in Chapter 3. 
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CHAPTER 3: DISCUSSION OF RESULTS AND LITERATURE CONTROL 
 
“When using in-depth qualitative interviewing…researchers talk to those who have 
knowledge of or experience with the problem of interest. Through such interviews, 
researchers explore in detail the experiences, motives, and opinions of others and 
learn to see the world from perspectives other than their own.”  
(Rubin & Rubin, 2012:3). 
 
3.1 INTRODUCTION 
 
The research design and methodology used to conduct this study was explained in 
detail in Chapter 2. The methods employed to ensure trustworthiness, and the 
considerations taken into account related to research ethics, were also covered.  
 
In this chapter, the identified themes and sub-themes, which resulted from the data 
analysis, are discussed in a narrative form, using quotations of individual participants 
in this study. The identified themes and sub-themes are congruent with the research 
questions and objectives, and are discussed in three sections. The first section 
relates to the experiences of the six radiographers in after-hours trauma units in 
relation to reporting on trauma related radiographic images. The second section, or 
theme, presents the experiences of the four medical practitioners, and lastly, section 
three depicts the combined views of radiographers and medical practitioners on 
optimising the participation of radiographers in relation to reporting of trauma-related 
radiographic images in after-hours trauma units. The last theme, theme three, is 
combined since all ten participants were asked to provide suggestions on how 
radiographers could be prepared to report on radiographic images related to trauma 
in the after-hours trauma unit.  
 
A literature control is used to verify or negate findings of this study, and to place the 
findings in present academic literature. 
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3.2 THE CONTEXT OF THE STUDY 
 
There are four public sector hospitals in the NMBM, of which three have after-hours 
diagnostic imaging services. These trauma units handle medical, and surgical 
emergencies, as well as referrals, from smaller hospitals outside of the NMBM, for 
patients needing more specialised care and treatment. Victims of sexual assault, 
and individuals that need their blood drawn in cases of driving under the influence 
of alcohol also present to the after-hours trauma unit. The diagnostic imaging 
services include general radiography, CT, MRI, as well as operating theatre 
radiography at one institution, and only general radiography at the other two. 
Fluoroscopic examinations are also sometimes carried out after-hours. On average, 
medical practitioners can attend to between 50 to 150 patients per session in the 
after-hours trauma unit, and about 50% of these patients need supplementary 
investigations, such as laboratory testing and diagnostic imaging services. In 
extreme cases, some patients may even need to be rushed to the operating theatre 
for emergency surgical interventions. The workload burden in after-hours trauma 
units has to be dealt with by medical practitioners, radiographers, and nursing staff 
on duty. Approximately four medical practitioners are on duty per session, and 
between one and four radiographers, bearing in mind that this is the staff 
complement that needs to also divide the workload burden based on patient needs, 
and services to manage the patient. 
 
Intern medical practitioners mainly carry out the emergency medical care of patients 
presenting to the after-hours trauma units in this study. A senior medical practitioner 
or consultant may be on the premises or on call. However, they are not always 
readily available   to advise or help the interns. They are   often either busy in theatre 
or have other duties. Therefore, the onus is mainly on the intern medical practitioners 
to see and manage patients presenting to the ED after-hours. A shortage of 
experienced and senior staff, i.e. specialists, therefore results in intern medical 
practitioners, and more senior medical practitioners, turning to radiographers for a 
professional opinion on trauma radiographs. The intern medical practitioners are not 
as familiar with all the radiographic patterns, nuances and their relation to 
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pathological conditions, abnormalities, and anomalies. Inter-professional 
collaboration and learning do take place, to the extent that radiographers and 
medical practitioners collectively interpret radiographs within the limits and 
capabilities of their knowledge and skill complement. However, radiographers and 
medical practitioners are not equally knowledgeable regarding radiographic 
appearances of certain abnormalities or anomalies. Inter-professional collaboration 
in after-hours trauma units only takes part on a more ad hoc basis, as medical 
dominance still exists. Medical practitioners still determine and evaluate the extent 
to which they individually will accept or even trust the input of a health professional 
with a different qualification to them, in this case a radiographer. The manner in 
which medical practitioners exercise power by implication hinders the effectiveness 
and facilitation of holistic inter-professional collaboration. It negatively impacts on 
relationships between health professionals where teamwork is not facilitated in a 
negative work environment. Having these negative working relations between health 
professionals may result in suboptimal patient management and care, since these 
professionals would not function cohesively to reach the same end result of holistic 
care of the patient in the most appropriate manner. 
 
On the other hand, radiographers face the difficulty of not having a radiologist 
(specialist) readily available to ask advice. This is because there are no radiologists 
available after-hours in the public sector institutions in this study. Radiologists are 
only on call for more specialised examinations, for example, fluoroscopy, and MRI. 
In turn, this also leads to no formal interpretation and reporting being done on trauma 
related radiographs after-hours. In one institution there is sometimes only one 
radiographer on duty. Similar to medical practitioners, a radiographer on duty is also 
sometimes not the one with the most clinical experience. However, in bigger 
institutions radiographers, with varying levels of experience, usually work together. 
They can therefore guide and assist one another. Radiographers on duty after-hours 
are responsible for managing an x-ray department. They perform administrative 
tasks and undertake imaging of all the patients who are referred for x-rays. 
Radiographers are responsible for the selection of the most appropriate technical 
and exposure factors in order to produce diagnostic quality radiographs. 
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Radiographers are also ethically and legally obliged to ensure that every ionising 
radiation medical exposure patients receive is optimised. Put differently, 
radiographers are required to ensure that patients are subjected to the least amount 
of ionising radiation exposure as reasonably as possible, for each justified exposure 
(HPCSA, 2014:n.p.).  
 
In addition, radiographers are frequently requested to assist medical practitioners to 
interpret the radiographs as accurately as possible to assist with a diagnosis and 
subsequent effective and efficient patient management and treatment. However, this 
leads to radiographers finding themselves in an ethical dilemma. The current 
regulations defining the scope of practice of the profession of radiography does not 
include formal diagnoses from radiographs by radiographers. These regulations only 
allow verbal opinions being offered to the referring medical practitioner by the 
radiographer who performed a particular examination. This is because 
radiographers are currently only trained, during undergraduate studies, in pattern 
recognition. Pattern recognition includes training regarding normal, normal variants, 
and abnormal radiographic patterns suggesting certain pathological conditions, 
abnormalities or anomalies. For example, different soft tissue signs that indicate a 
fracture, even though the fracture is not readily visible; signs of different bleeds to 
determine the location of a  bleed in the cranium; signs of haemopneumothorax, as 
well as signs of bowel obstruction (Hazell, Motto & Chipeya, 2015:303).  
 
Given the current operations within the after-hours trauma units means these 
regulations are not feasible. The reason being that staff members working in after-
hours trauma units are not always the same as those who worked during the day 
between 08:00 and 16:00. Therefore, more often than not, patients are handed over 
from a professional (radiographer and medical practitioner) that worked during the 
day to one that comes on duty for the after-hours shift. The onus then falls upon the 
after-hours personnel to manage and treat such patients as appropriately as 
possible. Subsequently, on the part of the radiographers, this brings about a breach 
of professional conduct of a radiographer, when medical practitioners do ask their 
opinion regarding trauma related radiographs. The breach is twofold as neither the 
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radiographer nor the  medical practitioner have examined the patient but have to 
treat and manage the patient further where the day-duty staff have ended their shift. 
Inter-professional collaboration between radiographers and medical practitioners 
exists in order to enhance patient management and treatment, as well as to deliver 
quality health care services to patients within the current constraints. These 
professionals grapple with resources, especially staff shortages, so they make do 
with what they have, and do what they can. Current practices thus refers to the 
current collaboration between radiographers and medical practitioners, in after-
hours trauma units, pertaining to trauma related radiographic image interpretation, 
within the current operational dynamics in the after-hours trauma unit, to enhance 
and facilitate appropriate patient management and treatment. 
 
3.2.1 Characteristics of the sample 
 
The sample for this study comprised ten (n=10) participants. The sample was a 
heterogeneous encompassing two homogenous participant groups – radiographers 
(n=6), and medical practitioners (n=4). Table 3.1 depicts the gender and 
professional profile of the participants. Due to the workload burden of medical 
practitioners and busy schedules, it was difficult to find an equal number of willing 
medical practitioners to participate in this study. However, it is representative of the 
proportions of the target population (cf. 2.3.1). All the participants work in after-hours 
trauma units within the NMBM in one of the two research sites that have radiography 
services after-hours, on a rotational basis as scheduled. The one research site was 
a district hospital, which only has facilities to perform general radiography, mobile 
radiography, and theatre radiography. The other research site was an academic 
hospital, hence a range of imaging services are provided: general radiography, 
fluoroscopy, mammography, MRI, CT, theatre radiography, and limited 
interventional radiology. Some participants had work experience in both the 
research sites used, and others had both public and private sector working 
experience. All participants had experience in both after-hours trauma work, as well 
as normal day-duty work. The main focus of this study is the public sector, and the 
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after-hours trauma unit environment. The following table represents the information 
about the participants. 
 
Table 3.1: The gender and professional profile of the participants 
Participant Gender 
Professional 
status 
Experience 
after qualifying 
Qualifications 
R1-180515 Female Radiographer 5 years 
 National Diploma: 
Radiography (Diagnostic) 
(NDip: Rad (D)) 
 Certificate in 
Mammography 
MP1-509082 Female 
Medical 
Practitioner 
2 years 
 Bachelor of Medicine and 
Bachelor of Surgery 
(MBChB) 
R2-50721 Female Radiographer 14 years 
 NDip: Rad (D) 
 Bachelor of Technology: 
Radiography (Diagnostic) 
(BTech: Rad (D)) 
 Certificate in 
Mammography 
R3-50902 Female Radiographer 3 years 
 NDip: Rad (D) 
 BTech: Rad (D) 
R4-509022 Male Radiographer 12 years  NDip: Rad (D) 
R5-509023 Female Radiographer 4 years  NDip: Rad (D) 
MP2-50908 Female 
Medical 
Practitioner 
2 years 
 MBChB 
R6-509083 Female Radiographer 30 years  NDip: Rad (D) 
MP3-51103 Female 
Medical 
Practitioner 
2 years 
 MBChB 
MP4-511032 Male 
Medical 
Practitioner 
3 years 
 MBChB 
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3.3 DISCUSSION OF THE FINDINGS 
 
Themes in qualitative research refer to broad units of information encompassing 
multiple codes to formulate a common idea (Creswell, 2013:185-186). In this study 
inductive logic was used. It means that the patterns, codes, categories and themes 
were built from the ‘bottom up’, by organising the data inductively into increasingly 
more abstract units of information, i.e. the themes.  The researcher also used 
deductive reasoning by constantly comparing the data and emerging themes, whilst 
the themes were being constructed to ensure their validity (Creswell, 2013:45, 186).   
 
To further ensure trustworthiness, participants were provided an opportunity to 
peruse the emerging themes, and to comment whether they reflected their 
experiences as accurately as possible in relation to the phenomenon being studied. 
 
The emergent themes were identified from the interviews and field notes taken 
during and after the interviews by the researcher. Three main themes emerged 
during the coding process. Under each theme, sub-themes were also synthesised. 
The three main themes were: 
 Theme one: Radiographers experienced specific challenges regarding after-
hours reporting of trauma related radiographs 
 Theme two: Medical practitioners experienced challenges with interpretation 
of after-hours trauma related radiographs 
 Theme three: Optimising participation of radiographers with regards to 
trauma related radiographs in after-hours trauma units 
 
Table 3.2 represents a summary of the themes and sub-themes that emerged after 
data analysis. An in-depth discussion of the themes, and sub-themes, verified and 
validated by existing literature, follows in the next section (cf. 3.4).  
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Table 3.2: A summary of the emergent themes and sub-themes derived from the participants’ 
contributions after data analysis 
THEMES SUB-THEMES 
Theme one:  
Radiographers experienced 
specific challenges regarding 
after-hours reporting of trauma 
related radiographs 
1.1 Radiographers view the regulations defining 
the scope of the profession of radiography 
as a limitation to formally interpret and 
report on trauma related radiographs 
1.2 Insufficient human resources hinder 
effective patient management by 
radiographers 
1.3     Radiographers experience power 
imbalances with medical  practitioners 
Theme two: 
Medical practitioners 
experienced constraints with 
interpretation of after-hours 
trauma related radiographs 
2.1     Medical practitioners are of the opinion that 
they lack experience and capability to 
accurately interpret trauma related 
radiographic images 
2.2     Unavailability of human resources delay 
efficient management and treatment of 
patients after-hours 
2.3     Medical practitioners expect radiographers 
to utilise their expert knowledge to suggest 
alternatives or additional examinations 
Theme three: 
Optimising participation of 
radiographers with regards to 
trauma related radiographs in 
after-hours trauma units 
3.1    Radiographers have the knowledge and 
ability to interpret trauma related 
radiographs 
3.2     Radiographers and medical practitioners 
view the multi-disciplinary team approach 
and collaboration as an enhancement of 
patient management, and professional 
development 
3.3    Radiographers and medical practitioners 
suggest additional education and training is 
needed regarding formal radiographer 
reporting for radiographers 
3.4    Radiographers and medical practitioners 
provide various recommendations in order 
to optimise the preparation of radiographers 
in terms of formal reporting by 
radiographers 
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3.4 DISCUSSION OF THEMES AND LITERATURE CONTROL 
 
The salient themes and sub-themes, as summarised in Table 3.2 that emerged after 
exploring the experiences of both radiographers and medical practitioners, are 
described extensively in this section.  This is done in order to provide a thick 
description related to the experiences of radiographers and medical practitioners. 
These findings   are also verified using existing literature, i.e. literature control.  
 
Each theme, and sub-theme, are introduced, and verbatim quotations from 
participants are used to present their realities in terms of their experiences that 
related to reporting of after-hours trauma radiographs. The verbatim quotations, from 
multiple participants, aid in ensuring trustworthiness of the research findings. 
Literature is presented to confirm or refute the findings of this study, in a critical 
manner.  The verbatim text may not be grammatically correct because use is made 
of actual statements of the participants during   the interviews.  Although there is 
existing literature related to the phenomenon under study internationally, a paucity 
of research in this regard exists in South Africa. Therefore, in the absence of South 
African literature, the results of international studies are used to validate the findings 
of this study.  
 
The data analysis revealed an interrelatedness of themes, which posed a challenge 
to completely isolate the information in each theme. Hence, there may be an 
occasional overlap of information in multiple sub-themes. A detailed description of 
the themes and sub-themes is presented below. 
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3.4.1 Theme one: Radiographers experienced specific challenges 
regarding after-hours reporting of trauma related radiographs 
 
Throughout the interviews, radiographers expressed various challenges they 
experienced and perceived as barriers that hindered formal reporting of trauma 
radiographs in after-hours trauma units. These challenges also elicited various 
feelings and reactions from them. The challenges were directly related to the main 
question asked to start all interviews with radiographer participants in this study: 
“How is it for you to report on radiographs of trauma cases to medical practitioners, 
in an after-hours trauma unit?” The concept ‘experience’ has been clarified in 
chapter 1 (cf. 1.7).  
 
The three main challenges identified by radiographers in this study relate to the 
regulations defining the scope of the profession of radiography, the insufficiency of 
human resources which subsequently acts as a barrier to effective patient 
management, and their perceived power imbalances with medical practitioners. 
These three challenges are discussed as the three sub-themes of theme one. Data 
analysis of these challenges experienced and perceived by radiographers also 
revealed some relationship. The regulations defining the scope of the profession of 
radiography were viewed by the six participant radiographers as a limitation to 
formally report and interpret trauma radiographs. However, due to the unavailability 
of mainly radiologists, radiographers do act beyond these regulations in order to 
facilitate effective patient management. The participants also related their perceived 
power imbalances with medical practitioners. They ascribed this to a perceived lack 
of knowledge medical practitioners have regarding the professional parameters and 
responsibilities of radiography and radiology in general. The regulations defining the 
scope of the profession of radiography not only limit formal reporting by 
radiographers, but were also perceived as a barrier to effective patient management. 
This subsequently leads to negative inter-professional relations between 
radiographers and medical practitioners, when radiographers are not willing to act 
beyond these regulations. Figure 3.1 represents theme one, and its related sub-
themes. 
 51 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3.1: Diagrammatic representation of theme one and related sub-themes 
 
3.4.1.1 Sub-theme 1.1: Radiographers view the regulations defining the 
scope of the profession of radiography as a limitation to formally 
interpret and report on trauma related radiographs 
 
The participant radiographers in this study were cognisant that formal diagnosis and 
image interpretation are beyond the regulations defining the scope of the profession 
of radiography. Subsequently, they raised their concerns surrounding accountability 
and litigation when they provide voluntary, verbal opinions when medical 
practitioners ask for their assistance. The participant radiographers, however, were 
concerned and uncertain, in particular, as to the extent to which they would be held 
liable for providing these interpretive, verbal opinions within the current realities and 
practices in the after-hours trauma unit (cf. 3.2). They also expressed their fears 
about legal action that might be taken against them by patients, should there be a 
wrong diagnosis due to their interpretive verbal opinions. They feared that they may 
be found guilty of misconduct in a court of law or by a disciplinary inquiry by the 
HPCSA. They also stated that they were fearful that medical practitioners may 
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accept their opinion as the final diagnosis, and treat and manage the patient 
accordingly, as expressed in the following quotation from a radiographer: 
 
“…en miskien sê die dokter vir die pasient maar die radiografis het gesê sy het dit 
gesien dan will die pasient my miskien sue of iets want ek het verkeerd 
gediagnose en hoekom het ek gediagnose. Jy weet jy is altyd bang vir legal 
implications want ek wil nie gesue word vir iets wat ek gesê het nie.” (R2-50721, 
2015:lines108-112). 
 
[Translation: Maybe the doctor will tell the patient that the radiographer said she 
saw something, and then the patient might want to sue me because I have 
misdiagnosed something…and why am I diagnosing. You know you are always 
afraid of legal implications because I do not want to be sued for something that I 
said.] 
 
A  UK study done by Lancaster and Hardy (2011:107) found that 47.2% of the 
respondents in their study shared the same fear as the participants in this study: 
being afraid of litigation due to an incorrect comment or report. Although, this study 
also suggests further research is necessary to clearly delineate the medico-legal 
status of commenting. Gqweta (2012:23) found in South Africa that participants, who 
worked in a primary health care setting, were willing to provide verbal opinions but 
were hesitant regarding written reports due to the current regulations defining the 
scope of the profession of radiography. An opinion article by Williams (2006:16) 
highlighted that by accepting advanced clinical roles, radiographers, by implication, 
accept the responsibility that goes with this role.  
 
Some participants do however provide limited voluntary, verbal opinions given the 
context of current practices, which was partially in keeping with the legislative 
prescripts as set out in the regulations defining the scope of the profession of 
radiography. Some participants only provide opinions rather than diagnoses, as the 
following quote suggests. The utterance was solely based on fear related to legal 
action being taken against the participant, and the accountability and responsibility 
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that are associated with the provision of interpretive opinions (reporting, diagnosis) 
beyond the parameters of the legislative prescripts. 
 
“…because you know you have only given your opinion, you have not given a 
diagnosis because that is his role. But you’ve just told him that it looks normal or 
abnormal…because I only tell them what I am allowed to tell them” (R1-180515, 
2015:lines 77-85). 
 
As a result of the uncertainty of the medico-legal status of these interpretive 
opinions, which radiographers provide to medical practitioners, some negative 
feelings were also elicited: awkwardness, insecurity and a sense of uncomfortability 
by radiographers, for example.  The participant radiographers also expressed that 
they sometimes felt pressurised by medical practitioners to provide an opinion in 
situations where the latter did not know what is revealed on radiographs. 
 
“…maar dis half awkward want jy weet…jy mag niks sê nie maar die dokter is 
besig om vir jou te vra.” (R3-50902, 2015:lines 17-18). 
 
[Translation: It is quite awkward because you know you are not allowed to say 
anything even if the doctor is asking you.] 
 
“I suppose sometimes…[sighing, changing position in chair, ?uneasy feeling about 
this topic, pauses for a while] it kinda puts you in a corner because…you don’t 
want them to quote you.” (R4-509022, 2015:lines 58-61). 
 
“…dit voel baie van die tyd of dit dalk of dit soos ‘n tipe van ‘n forserende ding is 
maar ook nie altyd nie…veral die jonger dokters wat nie te clued up is nie, as hulle 
soos ek sê as hulle besluite moet neem dan probeer hulle jou druk… vir ‘n 
antwoord.” (R3-50902, 2015:lines 40-44). 
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[Translation: Most of the time it feels like a type of forced thing but not always. 
Especially the younger doctors that are not as clued up, and if they need to make 
decisions they try and pressurise you for an answer.]. 
 
The interviewees in this study were also mindful that acting beyond the regulations 
defining the scope of the profession of radiography is illegal.  
 
“…as die roles reversed was dan sou ek ook wou weet maar…dis teen…dis illegal 
ons mag nie. So ek voel awkward daaroor meeste van die tyd as dit gebeur [looks 
to the floor].” (R3-50902, 2015:lines 31-34). 
 
[Translation: If the roles were reversed, I would also like to know, but it is 
illegal…we are not allowed to. I feel awkward, so most of the time…{participant 
stopped speaking and looked down at the floor} ]. 
 
No literature could be found to refute or verify the fear of the participant 
radiographers with regards to reporting on radiographic images and associated 
professional repercussions. 
 
However, the current reality in practice is that radiographers in this study do breach 
the regulations defining the scope of the profession of radiography to a certain extent 
due to the operational dynamics in the after-hours trauma units (cf. 3.2). The 
participants, however, provided various reasons as to why they do act outside of the 
current regulations defining the scope of the profession of radiography. 
 
One of the most prominent reasons, for them acting in this particular manner, was 
to aid in more appropriate patient management and treatment. 
 
“…it helps the doctors when you give them the opinion that they can work with 
manage the patient better. It uhm helps the patient as well, uh, not to go through… 
unnecessary and unbearable pain. Uhm, because of the waiting you know” (R4-
509022, 2015:lines337-340). 
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This finding concurs with a UK study by Snaith and Hardy (2013:95). Their 
conclusion, with respect to the perceived impact of an ED immediate reporting 
service, was that such reporting services enhanced patient care, promoted 
professional development, and enhanced service efficiency and effectiveness. It 
also reduced the likelihood of misdiagnoses. Howard (2013:139) also found that 
radiographer commenting on trauma radiographs had a positive impact on a 
patient’s management and treatment in rural based community hospitals in North 
Scotland. 
 
Participants therefore experienced many positive aspects related to providing an 
opinion on after-hours trauma related radiographs to medical practitioners. 
Participants perceived a sense of job satisfaction, contentment, pride, and 
motivation since they felt valued. A number of the radiographers in this study also 
experienced an enhancement of their confidence, when they are asked for an 
opinion on radiographic images related to trauma by a medical practitioner. By being 
requested to provide an opinion motivated them to want to go an extra mile for the 
patient; this in turn resulted in increased job satisfaction. 
 
“…it feels good actually that they actually coming to ask your opinion just to make 
sure…” (R6-509083, 2015:lines 85-86). 
 
“…it makes me feel that I know my work” (R5-509023, 2015:lines 168-169). 
 
“…it gives me more confidence in my work and it also, when they do that, makes 
you want to go that extra mile for the patient” (R6-509083, 2015:lines 100-102). 
 
This correlates with the findings of a study done in North Scotland by Howard 
(2013:140) in which participants also perceived that commenting on radiographs 
leads to job satisfaction. A participant, in a South African study by Gqweta (2012:24), 
expressed a similar sentiment in that radiographers might feel more valued in the 
medical team which could lead to an increase in morale and better job satisfaction 
for radiographers. Gqweta (2012:24-25) further adds that if radiographers were to 
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have an increasing responsibility towards patients, it may bring about an attitude 
shift of other healthcare professionals towards the role radiographers play in the 
management of patients. 
 
With regards to patient care, participants also extended their concerns in relation to 
radiation dose, and the justification and optimisation of ionising radiation exposures 
to patients. Some participants were of the opinion that lack of knowledge of medical 
practitioners, with regards to the regulations defining the scope of the profession of 
radiography and radiographers’ professional responsibilities and parameters, was 
misconceived as laziness to do their work.  The participant radiographers were, 
however,   of the opinion that they are acting in the best interest of patients.  A 
radiographer participant also voiced that many examinations requested by medical 
practitioners are unnecessary and not always justified, as the examination requested 
is not always the most appropriate to answer the medical concern in question. 
 
“En jy probeer die pasient help, dit is nie omdat jy te lui is om nog ‘n x-ray te doen 
nie; dit gaan oor die radiasie end it voel vir my hulle laat dit klink of jy is te lui om 
jou werk te doen…. Ons dink aan die pasient want dis ekstra radiasie vir die 
pasient wat onnodig is.” (R2-50721, 2015:lines 78-82). 
 
[Translation: I am trying to help the patient. It is not about being too lazy to take 
another x-ray or to do your work, it is about the radiation exposure for the patient, 
which is unnecessary.] 
 
A study by Borgen, Straden and Espeland (2010:199) found that physicians in 
Norway tend to request unjustified radiographic examinations. A study conducted in 
Zimbabwe  arrived at the  same finding, and in addition concluded that unjustified 
radiographic examination requests adversely impact optimisation of radiation 
protection to patients (Sibanda, 2012:iv). Peer (2009:16) highlights that each 
radiographer has a responsibility to ensure that each radiographic study is 
appropriately indicated; this will limit unnecessary ionising radiation exposure of 
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patients, which subsequently also limits the cumulative dose to patients which could 
have negative somatic and genetic effects. 
 
3.4.1.2 Sub-theme 1.2: Insufficient human resources hinder effective 
patient management by radiographers 
 
Another challenge radiographers are experiencing in after-hours trauma units is the 
lack of availability of sufficient human resources. Not only radiologists to guide the 
radiographers, but also more senior medical practitioners who can guide the interns 
on duty. Radiographers therefore perceive and experience a sense of obligation to 
assume advanced roles in the after-hours setting even though it is in contravention 
with the regulations defining the scope of the profession of radiography. Once again 
the participants were of the opinion that their conduct is for the sake of patients. 
Gqweta (2012:24) argues that at times lack of resources are skilled, qualified and 
experienced personnel, rather than finances, and hence the shift in responsibility is 
on the junior and inexperienced personnel to make decisions. 
 
In terms of this study, in the public sector currently no after-hours reporting is readily 
done and no radiologists are available for reporting of trauma related radiographs. 
 
“…talking about public sector where there is no radiologist, especially where they 
don’t…they don’t even report on any general x-rays” (R1-180515, 2015:lines 123-
125). 
 
Literature underscores the universal shortages of radiologists in South Africa, as 
well as the demands the current context places on radiographers to assume roles 
beyond their traditional roles (Du Plessis & Pitcher, 2015:1; Hazell, Motto & Chipeya, 
2015:303). Du Plessis and Pitcher (2015:4) argue that some form of task-shifting in 
future will be required to meet the demands of the health system in South Africa in 
order to facilitate more equitable access to health services. They add that the 
implementation of task-shifting will require careful planning and inter-professional 
collaboration to ensure sustainability and quality of care. 
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A further burden to the radiographers in this study, is the lack of readily availability 
senior medical practitioners in the after-hours trauma units, which places the onus 
on the radiographers on duty to guide and assist inexperienced medical 
practitioners, if they come to ask for an opinion. Some radiographers were of the 
opinion that it is not their role to assist the medical practitioners when they ask 
radiographers on duty for their opinion. One participant described giving an opinion 
to a medical practitioner as an extra workload or burden since radiographers feel 
under pressure at work. However, because radiographers are trained in pattern 
recognition, and want to facilitate effective and efficient patient management and 
treatment, they do assist medical practitioners when they are asked to do so.  
 
“uhmmmm, firstly we…I think…they not supposed to ask us, they are supposed to 
ask a radiologist or their superiors about that, if they are not sure about something. 
But since we did radiography, we can see what is going on…on the image.” (R5-
509023, 2015:30-33). 
 
“It makes you feel like that you are under pressure at work.”(R1-180515, 2015:34-
35). 
 
“…because of the pattern recognition; you notice that [air under diaphragm]… and 
you immediately tells the doctor…I suppose that…would help the patient…” (R4-
509022). 
 
Radiographers, in a UK study done by Snaith and Hardy (2013:95), are of the 
opinion that patient care can be improved if a radiographer provides an interpretation 
or opinion of a radiograph to a medical practitioner. Gqweta (2012:24) also adds 
prompt service delivery, reduced patient waiting times, and increased job 
satisfaction, as the main benefits of having a reporting radiographer in South Africa. 
Etheredge (2011:9) highlights that South African radiographers find themselves in a 
precarious situation when no radiologist is available and they are faced with a 
request for assistance or opinion, even from patients. 
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Radiographers also voiced a positive aspect of interaction with medical practitioners, 
when asked for their opinions. The interviewees perceived these interactions, and 
collaborative discussions of patients’ radiographs, as a method of building and 
facilitating good working relations between health professionals, and to assist a 
doctor to treat and manage a patient in the most appropriate manner possible, based 
on a more accurate diagnosis. 
 
“I think it’s beneficial because it gives good working relationship between the 
departments… and beneficial to the patient in the end” (R6-509083, 2015:lines 68-
69, 74-75). 
 
Kelly et al. (2011:94) found in their  UK  study that after an opinion  from a 
radiographer was introduced to a junior doctor, it positively impacted on that doctor’s 
decision making with regards to  further patient management.  No related literature 
could be found to validate this finding in a South African context.  
 
Some participants also stated that junior medical practitioners do not have the 
experience or knowledge to interpret CT brain scans. 
 
“…so the doctor did not know how the bleed looks like; on CT (laughing) so 
immediately… I told him. So, he said okay, then he is going to…call the neuros 
because the patient had also…neurological fallout… And the doctor could see the 
reason why…” (R4- 509022, 2015:lines 45-49). 
 
Kelly et al. (2011:93) revealed in their study that UK radiographers performed 
significantly better in interpreting CT brain images, and that the collaborative 
interpretation between radiographer and medical practitioner increased over 8% 
compared to junior doctors working alone, and that misdiagnoses was therefore less 
frequent.  
 
The findings presented in this sub-theme, in relation to the research paradigm used 
for this study (cf. 1.7), support the socio-cognitive theory (DCog), to the extent that 
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the radiographers expressed the importance, and benefits, collaboration between 
them and the medical practitioners has in order to enhance effective patient 
management, as well as to the distribution of knowledge amongst them using 
different methods of presenting themselves and their knowledge. A Swiss study by 
Pimmer, Pachler and Genewin (2013:1241) identified five characteristics of clinical 
representations in the clinical environment. The sub-theme discussed closely relates 
to the characteristic these authors defined as substantiated representations. It 
means that a radiograph acted as a mediator that facilitated collaboration between 
radiographer and medical practitioner to collectively make a decision on a patient’s 
diagnosis, in a more holistic manner based on their various embodied knowledge 
and representational media used. Sub-theme 3.2 (cf. 3.4.3.2) provides more 
discussion of collaboration between radiographers and medical practitioners related 
to reporting of trauma radiographs. 
 
3.4.1.3 Sub-theme 1.3: Radiographers experience power imbalances with 
medical practitioners 
 
Throughout the interviews, the radiographers conveyed that they experience a 
certain power imbalance between themselves and medical practitioners in the after-
hours trauma units. A power imbalance can be defined as a sense of domination 
over another or where one party has more power by virtue of authority or position 
over another party (Conflict Research Consortium, University of Colorado, 
1998:n.p.). 
 
Participants experience many inter-professional relationship issues with medical 
practitioners. Many a time radiographers have to indicate abnormalities and 
anomalies on radiographs because medical practitioners have missed them. 
Interviewees provided some examples of where this occurred. One radiographer 
narrated that as she was on her way home, after her shift ended, she saw a patient 
she had examined earlier. She knew the patient had a fractured ankle, but the patient 
said the doctor said he just sprained his ankle. The radiographer then took the 
patient to the medical practitioner, and pointed this matter out to him, and the doctor 
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then only saw the fracture and treated the patient accordingly. Another radiographer 
indicated that a medical practitioner did not know what the radiographic appearance 
of a bleed was on a CT brain scan. If the radiographer had not indicated and clarified 
this to the doctor, the patient could have been misdiagnosed and mismanaged. A 
medical practitioner relayed that a radiographer once indicated to him that a patient 
had a pneumomediastinum, and that he could not see it. The radiographer then had 
to show him   the location of it on the radiograph. If this had not been done the doctor 
would not have seen the pathology. Radiographers also often have to clarify that 
some radiographic appearances are actually normal variants of anatomy and not an 
abnormality or anomaly. Participants in this study provided many examples of how 
they had to intervene in order for patients to get the appropriate treatment because 
a medical practitioner missed an abnormality or anomaly. 
 
“…het jy gesien die pasient se skouer is gedislocated. Nee! Waarvan praat 
jy…bring hy die images op; en plaas van sê dankie toe het hy die attitude gehad 
ek vertel nou vir hom hoe om sy werk te doen” (R2-50721, 2015:lines 32-36). 
 
[Translation: Did you see the patient’s shoulder is dislocated? No. What are you 
talking about? He brought the image on the screen [and was shown the anomaly] 
he made as if I was telling him how to do his work, instead of saying thank you.] 
 
Radiographers expressed that they often stand up for themselves, since medical 
practitioners get upset when they do not want to provide an opinion to them.  
However, when radiographers freely provide an opinion or bring something to a 
medical practitioner’s attention, for example a very subtle pneumothorax, they are 
treated  in a disrespectful manner, as  such a  medical practitioner feels  a 
radiographer is telling him or her how to do his/her  job. Hence radiographers react 
with aggression, when they feel threatened. 
 
“… van die dokters kan partykeer bietjie upset raak as jy nie vir hulle ‘n antwoord 
will gee nie… so ek het maar terug baklei en gesê dit is nie my werk nie, ek gaan 
jou nie ‘n antwoord gee nie.” (R2-50721, 2015:lines 7-10). 
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[Translation: Some doctors can get upset sometimes if you do not want to give 
them an answer. SO I fought back, and said it is not my job, and I am not going to 
give you an answer]. 
 
Nugus, Greenfield, Travaglia, Westbrook and Braithwaite (2010:899-901) found that 
in Australia medical practitioners still dominate and dictate the most in medical 
teams. They also found that the inputs of other health practitioners were not readily 
accepted by medical practitioners, since these medical practitioners were taught that 
they are responsible for determining whether and how health professionals, with 
different backgrounds to themselves, will make decisions related to patient care. No 
South African study could be found in this regard. 
 
This leads to bad working relations and negative psychological effects since some 
participants felt aggrieved and disrespected. The radiographers felt that they have 
as much a role to play within the healthcare team as others, as they are competent 
professionals. 
 
“…want ek is ook ‘n professional net soos hulle ‘n professional is maar…hulle het 
nie respek vir jou nie. Jy is net ‘n knoppie drukker, jy is net ‘n radiografis; wat weet 
jy? Ek is die dokter” (R2-50721). 
 
[Translation: I am a professional just like them, but they do not respect me. I am 
just a button pusher…just a radiographer…what do I know?]. 
 
Gqweta (2012:24) suggest that role players in a multidisciplinary team should have 
dynamic, adaptive and responsive roles given the context in which they find 
themselves in order to optimise service delivery. The disrespect by medical 
practitioners of other health professionals of the healthcare team was expressed by 
a participant in the study by Nugus et al. (2010:901). The participant in their study 
expressed that doctors think they are team players but still they want to be the only 
ones making decisions, evaluating and determining input from other health 
professionals towards patient care and service delivery. Lewis et al. (as cited in 
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Yielder, 2014:64) maintain that radiographers voiced their experiences and feelings 
with regards to intimidation, under-appreciation, and worthlessness, which brings 
about the ‘just the radiographer’ syndrome. 
 
Another cause for this perceived power imbalance may be due to medical 
practitioners not being knowledgeable regarding the roles and responsibilities of 
radiographers. They even seem to be unsure about the functions of a radiologist. 
The utterance below, may even indicate that a medical practitioner belittled the work 
of the radiographer or was trying to mask his limited knowledge. 
 
“Uhm…Can I just confirm, that a radiographer is a specialist that studied 
radiology?” (MP3-51103, 2015:lines 4-5). 
 
This correlates with an Australian study that found that only 27% of the respondents 
felt that medical doctors had an adequate knowledge and understanding of their 
profession (Kenny & Adamson, 1992:322). Strudwick and Day (2014:238-239) 
found a similar response from radiographers regarding the lack of understanding of 
health professionals of one another’s roles. They also ascribed this lack of 
understanding to a lack of inter-professional collaboration. 
 
Furthermore, it can also refer to newly qualified medical practitioners’ lack of 
knowledge related to image interpretation. 
 
“they value your opinion, that they….are admitting that they are actually not quite 
sure and they would like somebody just to look” (R6-509083, 2015:lines 57-59). 
 
This confirms a similar finding by Gqweta (2012:24). He found medical practitioners 
to be incompetent and that medical practitioners lack knowledge to interpret 
radiographic images. He adds that it seemed to be the main driver as to why 
radiographers provide opinions to medical practitioners in primary healthcare 
facilities. 
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Although medical practitioners often ask the assistance of radiographers to interpret 
radiographic images, they do raise concerns regarding the willingness and reliability 
of the opinions of inexperienced and newly qualified radiographers. It is also the 
inexperienced and newly qualified radiographers who are not always willing to 
provide an opinion. This leads to trust issues on the part of the medical practitioner 
towards radiographers. 
 
“…the more experienced radiographers are quite happy to help you out…the level 
of experience determines…willingness to put their names on the line and to make 
the call” (MP2-50908, 2015:lines 13-14, 18-20). 
 
Radiographers also expressed that some of their colleagues, in the public sector 
health establishments, have a do not care attitude, whereas those in the private 
sector are more accountable, have joint responsibility towards patients, and 
subsequently are more trusted by medical practitioners as they build good working 
relations with the radiographers. This does not happen in the public sector because 
medical practitioners rotate through venues. 
 
“…kollegas waarmee ek nou werk die meeste van hulle het ‘n I don’t care 
attitude… ek kom in ek doen wat ek moet doen ek gaan huistoe…ek doen niks 
ekstra en above” (R2-50721, 2015:lines 195-197). 
 
[Translation: Most of my colleagues I work with now have a do not care attitude. I 
come to work, I do what I have to, and I go home. I do not do anything extra.]. 
 
“…in private die dokters wat in casualty werk…langer daar op ‘n slag…so hulle 
bou…’n verhouding op met die radiografiste, hulle leer hulle ken. So dan omdat jy 
nou langer met hulle werk, kom vra hulle jou opinie want hulle ken jou. Whereas in 
public elke drie maande is daar nuwe dokters so hulle ken jou nie, hulle bou nie 
eintlik ‘n verhouding op met jou nie. So dis ook miskien ‘n trust issue…” (R3-
50721, 2015:lines128-136). 
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[Translation: In private the doctors work in casualty for long periods of time, 
therefore building relationships with the radiographers, and get to know them. 
Therefore, because they know you they come ask your opinion. Whereas in public, 
doctors rotate every three months, therefore no work relations are really 
established, so the new doctors do not know you. So this could maybe be a trust 
issue.]. 
 
Kenny and Adamson (1992:322-323) found that the respondents in their study were 
of the opinion that they could not readily offer advice to doctors regarding patient 
treatment in their first year of their current working positions. However, there was a 
correlation between years of experience and their confidence of offering advice to 
medical doctors; the more experienced the respondents were in their current 
working positions, the more these professionals agreed that they could offer advice 
to a medical doctor. In a South African study by Du Plessis and Pitcher (2015:4) it 
was found that in the Western Cape there are more senior radiographers, without 
additional training, who have superior interpreting skills compared to junior doctors 
with regards to trauma related radiographs. They were of the opinion that these 
senior radiographers could be the potential first generation of radiographers who 
formally assume reporting roles in the clinical environment. 
 
3.4.2 Theme two: Medical practitioners experienced constraints with 
interpretation of after-hours trauma related radiographs 
 
Medical practitioners also voiced their challenges and barriers they experience in 
the after-hours trauma unit with regards to reporting of trauma related radiographic 
images. One of their challenges related to the unavailability of human resources, 
which thus unnecessarily delays in patient management and treatment.  Another 
challenge was their lack of experience and capability as medical practitioners to 
accurately interpret radiographs related to trauma. Medical practitioners also 
expressed that they expect radiographers to use their expert knowledge to suggest 
alternative and/or more appropriate examinations to answer the medical concern of 
particular patients. However, it does not always happen. This is due sometimes 
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either to the unwillingness of radiographers, since they are not sure, or because of 
their previous experiences which makes them unwilling to assist and advise. Medical 
practitioners could approach radiographers for assistance and advice due to their 
limited knowledge of radiographic examinations. By doing so they would 
demonstrate a particular medical concern to ensure that they refer patients for the 
most appropriate examinations to accurately aid in diagnosis.  Such interaction leads 
to medical practitioners also learning in the process by interacting with 
radiographers.  Hence, there is a strong relationship between sub-themes 2.1 and 
2.3. A relationship also exists between sub-themes 2.2 and 2.3. The participant 
medical practitioners expressed their inexperience with respect to radiographic 
techniques and practices. The assistance of radiographers is thus needed to 
optimise patient management and service delivery. Figure 3.2 presents theme two 
diagrammatically together with the sub-themes. 
Figure 3.2: Diagrammatic representation of theme two and related sub-themes 
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3.4.2.1 Sub-theme 2.1: Medical practitioners are of the opinion that they 
lack experience and capability to accurately interpret trauma related 
radiographic images 
 
The interviewees related their lack of experience and capability with regards to 
accurate interpretation of trauma related radiographic images. They were of the 
opinion that they are trained in many facets of medicine, and not only radiology or 
radiography. Medical practitioners particularly highlighted that they are not 
knowledgeable regarding all the nuances related to radiographic appearances and 
patterns pertaining to all the different disease processes, abnormalities or 
anomalies. Hence, they require assistance from more knowledgeable and trained 
health professionals to interpret these radiographic images. Therefore, within the 
current actualities in after-hours trauma units in the public sector in this study (cf. 
3.2), medical practitioners turn to radiographers for assistance. 
 
“Uh, it’s a…it’s another learnt opinion. At the end of the day my training isn’t based 
solely on radiography, whereas this is what they do this is their life.” (MP2-50908, 
2015:lines75-76). 
 
“…if I’m not sure about a joint space or something like that then…then you can 
always ask the radiographer, as a second set of eyes.” (MP1-509082, 
2015:lines28-29). 
 
“…in that just understanding in the fact that I am not a 100% always 
uhm…competent on my x-ray reading capabilities.” (MP3-51103, 2015:lines64-65). 
 
Literature in the UK and SA indicates that radiographers have greater interpreting 
skills compared to medical practitioners, and that a radiographer’s opinion does 
positively impact a medical practitioner’s decision making regarding patient 
management (Brealey et al., 2005:232; Du Plessis & Pitcher, 2015:4; Snaith & 
Hardy, 2013:95; Sonnex, Tasker & Coulden, 2001, as cited in Gqweta, 2012:24).  
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3.4.2.2 Sub-theme 2.2: Unavailability of human resources delay efficient 
management and treatment of patients after-hours 
 
The medical practitioners also identified that due to the lack of senior colleagues 
after-hours, in most cases, they have to utilise the resources available to them 
innovatively and effectively. They relayed that sometimes they tend to forget that a 
radiographer is also part of a medical team, and not only nursing staff. This is  
another reason why medical practitioners approach radiographers for guidance, as 
they are the only other available health professionals that are knowledgeable about 
x-rays,  and who can assist them near/in the trauma unit. The rationale for this 
decision is that they would like to treat each patient appropriately and as accurately 
as possible. They do not want to miss any injury or pathological condition patients 
may have, and then send them home without proper treatment. Medical practitioners 
also would like to have a formal report but realise it is not possible. 
 
“…and sometimes I think people forget that the radiographers are also part of the 
team [faint giggle] – not just the sisters…” (MP1-509082, 2015:lines238-239). 
 
“At the end of the day uhm, the problem after-hours is that both the emergency 
department, the doctors and the radiographers are short staffed, so it is up to the 
people on call to make the call.” (MP2-50908, 2015:lines16-18).  
 
“I once had a patient with a very small pneumomediastinum, which the 
radiographer informed me about…I looked at the x-ray and could not see it. I then 
had to go to the x-ray department…ask the radiographer to indicate…the pneumo 
to me on the x-ray…. I then realised a radiographer’s opinion really does make a 
big difference in the way I treat a patient.” (MP4-511032, 2015:lines8-12, 18-19). 
 
“…so it would be nice if with the x-ray you got a formal report on black and white; 
but I do think that in our setting it is quite difficult...” (MP3-51103, 2015:lines145-
146). 
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A UK literature review, conducted by Kelly, Piper and Nightingale (2008:73, 75), 
highlighted the shortages of radiologists, and the service needs of patients, as 
influential factors for the development and implementation of advanced radiographer 
roles in practice. The benefits of having a radiographer  in South Africa report on 
radiographic images, in relation to patient management, includes reducing  patient 
waiting times and prompt service delivery, and arguably more accurate care of the 
patient (Gqweta, 2012:24). A study in the UK had similar results that validate the 
finding (Kelly et al., 2011:90).  
 
Medical practitioners also identified that the availability of a radiographer’s opinion 
assisted them. It confirmed their initial thought in relation to the diagnosis after 
interpretation of the radiographs, and influenced their learning process in developing 
as a clinician. 
 
“Uhm, for me the…uh…to get a radiographer opinion, just, re-enforces what I 
either think or makes me reconsider uhm, what I’ve missed. (MP2-50908, 
2015:lines149-151). 
 
“It helps me in developing as a clinician too. Uhm… it will also help me to avoid 
similar mistakes in future…by learning from advice and opinions and…suggestions 
a radiographer might have given to me.” (MP4 -511032, 2015:lines170-173). 
 
Junior and senior medical doctors, in the UK, voiced similar sentiments regarding 
the availability of an immediate report from a radiographer, since it facilitates their 
personal development and confidence with which they interpret radiographs. These 
medical practitioners also identified that a radiographer’s report is a chance to 
confirm their own image interpretation skills and knowledge (Snaith & Hardy, 
2013:95). 
 
According to Rogers (1997:3), in relation to the theory of DCog, individuals interact 
to complete a task collaboratively since they do not possess all the knowledge alone 
to do it single-handedly. This theory also suggests that the socio-cultural 
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environment in which individuals find themselves is also a factor why individuals 
interact in order to complete a task as a team. Pimmer et al. (2013:1240) describe 
this as co-constructed representations, where different health professionals work 
together in a very interactive, cohesive, and self-referential format in order to create 
a participatory framework for learning of all stakeholders. These co-constructed 
educational opportunities are therefore also based on inter-disciplinary 
understanding of the representations utilised, since knowledge is shared and co-
constructed between health professionals with a multitude of varying levels of 
experiences and backgrounds (Pimmer et al., 2013:1241). The medical 
practitioners, in this study, revealed that in relation to the current practices in the 
public sector after-hours trauma units in the NMBM, utilising the available means at 
their disposal, benefits them as professionals, and also enhances service delivery 
and patient management. 
 
3.4.2.3 Sub-theme 2.3: Medical practitioners expect radiographers to 
utilise their expert knowledge to suggest alternatives or additional 
examinations 
 
Medical practitioners also harbour their role expectations for radiographers in the 
after-hours trauma units. In particular, they expect radiographers to use their 
knowledge of radiographic techniques and examinations to suggest additional or 
alternative examinations. The medical practitioners in this study explained that it 
would facilitate effective and efficient patient management. 
 
“It would help us if they could say: I think that a CT scan is more…is a better study 
for this patient, then you know where to go further in terms of phoning the next 
uhm…hospital if you stuck in like…a secondary hospital that doesn’t have a CT 
scan…then you can organise a CT scan at a tertiary hospital.” (MP3-51103, 
2015:lines68-72). 
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“…I have had where radiographers do not agree with my requests for specific x-
rays…and they phoned me and we discussed it and their suggestions on what 
would be appropriate for the history was appreciated, and actually demonstrated 
the pathology well.” (MP4-511032, 2015:lines87-91). 
 
To highlight this finding, one of the medical doctors narrated that she had a patient 
with a hemi-thorax injury after an alleged assault.  She referred the patient for a 
chest x-ray, to rule out rib fractures. Upon the patient’s return, she viewed the x-rays 
on the monitor and saw the radiographer actually did a radiographic view specifically 
to demonstrate the ribs. She could easily see all the ribs, and determine that no 
fracture was present. She found the rib radiograph very helpful. 
 
Medical practitioners, in this study, indicated that a good working relationship with 
radiographers does assist in being jointly responsible for patients. It leads to sharing 
the workload burden faced in the trauma unit, which facilitates teamwork. If a 
radiographer does not know what the probable diagnosis is as portrayed on a 
radiograph, medical practitioners do not perceive it as a problem. They would like a 
radiographer then to be honest and to say so. However, the unwillingness of 
radiographers to assist also causes some hesitation on the part of medical 
practitioners to ask for assistance in future, from those particular radiographers. 
 
“We already are use to interacting with the radiographers…they know you and they 
know what you are capable of and to do; and you know them and you know they 
will meet you half way. So, if you already have a working relationship then…that 
makes any interaction easier, obviously.”(M2-50908, 2015:lines67-71). 
 
“So, if I ask for an opinion you can tell me what you see or don’t see or just 
honestly say you don’t know but the patient cannot suffer in the end. I just want the 
best for my patients.” (M4-511032, 2015:lines85-87). 
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“…afterwards I was quite hesitant then to phone the radiographer for an opinion or 
phone the radiographer for further advice in terms of suggestions of other x-rays. 
Because I felt as if…like I was asking too much of them and they maybe weren’t 
willing to help.” (MP3-51103, 2015:lines208-211). 
 
Nugus et al. (2010:899) highlight that the established socio-cultural, and policy 
framework, in a particular clinical environment influences the manner in which role 
expectations are established and constructed. Pimmer et al. (2013:1244) suggest in 
relation to the theory of DCog, that the utilisation of technical artefacts, in this case 
radiographic examinations appropriate for a particular medical concern, could assist 
in converting something that would last for a short while into a persistent one, i.e. 
radiographers assisting medical practitioners to understand the rationale for the use 
of a particular radiographic examination, to accurately answer a medical concern. 
The interaction between radiographers and medical practitioners therefore would 
enable the latter to re-apply the particular radiographic examination in a similar case 
in future. 
 
3.4.3 Theme three: Optimising participation of radiographers with regards 
to trauma related radiographs in after-hours trauma units 
 
In the above  discussions of themes one and two,  various challenges and 
constraints, of the radiographers and medical practitioners in this  study, were 
identified and highlighted, in terms of  their respective  experience in the after-hours 
trauma units currently with regards to reporting of trauma related radiographic 
images. However, it is also clear that both the radiographers and medical 
practitioners agree that optimising the available resources to them, i.e. assisting one 
another due to the unavailability of other resources, does relieve the burden related 
to unreported radiographic images of trauma related cases. The burden of 
unreported radiographs is reduced in so far as radiographers and medical 
practitioners interact and collaborate on more informal bases in order to collectively 
come to the most accurate diagnoses possible for cases they encounter. Their 
collaboration therefore enables patients to receive the most appropriate treatment 
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and care for their particular condition, which in effect further enhances the delivery 
of services in the after-hours trauma units.  
 
Based on the current practices in the after-hours trauma units, the participants 
suggested that a need exists to optimise the participation of radiographers in after-
hours trauma units with regards to reporting of radiographic images related to 
trauma. Optimisation of radiographer participation should occur since some 
radiographers have the embodied knowledge to interpret radiographic images by 
virtue of their education and training, however, these available skills are not optimally 
utilised. Both radiographers and medical practitioners are also of the opinion that 
inter-professional collaboration not only enhances patient care and management, 
but also acts as an opportunity for professional development. It is on the basis of 
these opinions that various recommendations were suggested by the radiographers 
and medical practitioners in this study, by which the preparation of radiographers 
can be optimised with regards to formal reporting of trauma radiographic images. 
Figure 3.3 demonstrates the relationships between the sub-themes in relations to 
theme three. 
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Figure 3.3: Diagrammatic representation of theme three and related sub-themes 
 
3.4.3.1 Sub-theme 3.1: Radiographers have the knowledge and ability to 
interpret trauma related radiographs 
 
Radiographers voiced their ability to interpret radiographic images. However, due to 
the extent of their education and training they are not fully confident to assume a 
formal reporting role in an after-hours trauma unit, but were cautious as a result of 
the regulations defining the scope of the profession of radiography. In contrast, 
medical practitioners see radiographers as having superior knowledge when it 
comes to radiographic image interpretation by virtue of their training and education. 
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This is the reason why medical practitioners frequently ask radiographers for their 
opinion if they are unsure of certain radiographic appearances.   
 
“…eke hou nie daarvan nie want dit is nie deel van my scope nie…ek weet jy kry 
oorsee…kursusse wat jy kan doen, dan fine, maar ek is nie opgelei…nie. Alhoewel 
ek kán sien wat aangaan…en ek weet wat aangaan is dit nógsteeds nie my plek 
om te sê, hoor hierso dit is definitief dit of definitief dit nie.” (R3-50902, 2015:lines 
24-29). 
 
[Translation: I do not like it because it is not part of my scope. I know you get 
courses overseas, then fine, but I am not trained [to provide definitive diagnoses 
based on radiographs]. Although I can see and know what is going on, it is still not 
my place to provide a definite diagnosis.] 
 
“…it’s another learned opinion…this is what they do this is their life.” (MP2-50908, 
2015:lines75-76). 
 
Neep, Steffens, Owen and McPhail (2014:69, 73) found that Australian 
radiographers are not ready to assume formal reporting roles in the clinical 
environment. Radiographers, in a study by Lancaster and Hardy (2012:105), also 
voiced their concerns regarding training pertaining to image interpretation, 
especially in relation to the dynamic environment within a radiology department with 
regards to technological advancements such as modern equipment and their 
associated operational mechanisms that aid in diagnosis. South African 
undergraduate training and education of diagnostic radiographers only includes 
pattern recognition in the curriculum; no formal training on diagnosis from 
radiographic images is offered (Hazell, Motto & Chipeya, 2015:303). Knowledge of 
pattern recognition is what radiographers draw from to facilitate interpretation of 
trauma radiographs. The superior accuracy with which radiographers interpret 
radiographs, compared to medical practitioners, is evident in the existing literature 
in Ireland (Kelly et al., 2011:92-93), and SA (Du Plessis & Pitcher, 2015:3). 
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3.4.3.2 Sub-theme 3.2: Radiographers and medical practitioners view the 
multi-disciplinary team approach and collaboration as an 
enhancement of patient management, and professional 
development 
 
The participants of this study voiced that the interactions between them is beneficial 
in terms of not only reaching a more accurate diagnosis from the radiographic 
images but also facilitates effective and efficient patient management. 
 
“…there are obviously things I have learnt…from radiographers which then uhm 
going further into the future, aided other patients as well, and me, as well to know 
better to know what to ask for in future; instead of just asking for the same thing 
and not seeing what I need to see.” (MP1-509082, 2015:lines 218-223). 
 
“We can all learn together.” (MP4-511032, 2015:line 74). 
 
“…you wanna give the opinion because it’s gonna help the doctor and the patient 
at the same time.” (R4-509022, 2015:lines70-71). 
 
A study done in Ireland demonstrated that the introduction of the opinion of a 
radiographer does have a positive impact on the decision-making of a junior doctor 
with regards to patient management, which therefore suggests that patient diagnosis 
and care can also potentially be enhanced following such a collaboration (Kelly et 
al., 2011:90, 94). Sub-themes 1.2 and 2.2 above highlighted how the unavailability 
of human resources can impact on the reporting of trauma related radiographic 
images in after-hours trauma units, by both radiographers and medical practitioners, 
and its effect on patient management. These sub-themes also underlined that 
radiographers and medical practitioners collaborated in various ways in order to 
overcome these challenges to a certain extent for the benefit of the patient (cf. 
3.4.1.2, 3.4.2.2). Similarly, the research paradigm utilised as the theoretical 
reference framework for this study demonstrates how various individuals can 
interact in a specific physical environment, and based on their individual embodied 
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knowledge they can collaboratively complete a task they are faced with, which they 
would otherwise be unable to do on their own (cf.1.7). Pimmer et al. (2013:1239-
1245) demonstrated in their particular article that the interaction of medical doctors 
with various levels of clinical experience and their interpretation of a x-ray resulted 
in achieving a more accurate diagnosis related to the patients clinical history, and 
subsequently the appropriate treatment and care was provided to the patient. 
 
3.4.3.3 Sub-theme 3.3: Radiographers and medical practitioners suggest 
additional education and training is needed regarding formal 
radiographer reporting for radiographers 
 
Although radiographers undergo intense training, they do not always get 
opportunities to utilise their full set of skills. Radiographers previously underwent 
three years of education and training towards a national diploma in diagnostic 
radiographer. The three-year programme was recently replaced with a four year 
professional degree. However, undergraduate training does not include the 
construction of written diagnostic reports. 
 
Radiographers, in this study, indicated that they feel ill equipped to assume formal 
clinical reporting roles since they are not adequately trained in reporting. In addition 
they are fearful of being held liable for incorrect interpretation of radiographs. Some 
of them did feel that they need to provide some opinion to medical practitioners to 
protect their own integrity as a professional even if they not completely sure. Others 
indicated they only provide opinions on something they feel very confident about. 
 
Some identified the spinal region as a challenging area to provide opinions on to 
medical practitioners. 
 
“…ek is nie opgelei om te rapporteer op scans of x-strale nie…” (R3-50902, 
2015:lines63-64). 
 
[Translation: I am not trained to report on scans or x-rays.]. 
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“…I do not really (emphasis on don’t really) like to say yes or no, I will give what I 
think but I always say get a second opinion because I am not going to take a 
chance on a cervical spine.” (R6-509083, 2015:lines 26-29). 
 
“ek wil ook nie soos ‘n idioot lyk nie, as ek nie weet wat ek sien nie. As hulle mens 
iets vra wat ek nie weet nie. Ek like dit nie.” (M2-50721, 2015:lines798-800). 
 
[Translation: I do not want to look like an idiot, if I do not know what I see. If they 
as me something I do not know. I do not like it.]. 
 
“…I should feel quite content [points to self] when I tell them…” (R1-180515, 
2015:lines83-84). 
 
Neep et al. (2014:69, 76) found that not all Australian radiographers were confident 
in providing comments on radiographs, and others lacked the ability. Lancaster and 
Hardy (2012:106) found in their study that the confidence, with which UK 
radiographers interpret radiographs, was determined by anatomical and bodily 
regions; the spinal regions being noted as the area in which respondents (20.8%) of 
their study had very little confidence to comment on, based on their knowledge and 
experience. A systemic review by Brealey et al. (2006:611) found that the accuracy 
with which radiographers interpreted radiographs was affected by body area. 
Literature also underscores the positive impact additional training and education has 
on the accuracy of reporting by radiographers (cf. 1.1). 
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3.4.3.4 Sub-theme 3.4: Radiographers and medical practitioners provide 
other recommendations as well in order to optimise the preparation 
of radiographers in terms of formal reporting by radiographers 
 
The interviewees provided other recommendations on how radiographers could be 
prepared for formal reporting of trauma related radiographic images. These 
recommendations stemmed from the question posed to them: “How should 
radiographers be prepared to report on radiographic images related to trauma?” 
 
The main suggestion radiographers made related to transformation of the 
regulations defining the scope of the profession of radiography; it should include 
formal reporting in these regulations. They also voiced that it should clearly delineate 
the role of this service, and the responsibility and accountability that radiographers 
would have in this regard. 
 
“…gaan dit ‘n legal document wees? Kan jy liable gehou word vir wat jy daar 
geskryf het? Daar gaan moet clear settings wees vir dit. Hoe legal is daai…report.” 
(R2-50721, 2015:lines664-666). 
 
[Translation: Is it going to be a legal document? Can you be held liable for what 
you have written? There will have to be clear guidelines for this. How legal is that 
report?]. 
 
Williams (2006:16) highlighted that a clear distinction should be delineated between 
the level of service provided in South Africa by radiologists, and the extended role 
of radiographers, if radiographer were to assume a formal clinical reporting role. She 
emphasised that as the role of radiographers expands, so too does the medico-legal 
risks/implications. 
 
In terms of the regulations defining the scope of the profession of radiography.  
Radiographers in this study proposed some form of accredited education and 
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training to provide radiographers with the skills to formally report on and diagnose 
radiographic images.  
 
“…if it is going to be a serious thing, where the doctors are really gonna rely on 
your opinion I think it needs to be an accredited course that you can get a diploma 
in reporting or something that…you know…” (R6-509083, 2015:lines257-259). 
 
“I think it should…is important that radiographers should be trained in pattern 
recognition of trauma work, espec…because there is no…it is only you and the 
intern after-hours.” (R1-180515, 2015:lines125-128). 
 
Williams (2006:17) indicated that no radiographer should undertake any form of role 
extension without appropriate accredited training and clinical-based competency 
assessments. Hazell, Motto and Chipeya (2015:302) suggested that training South 
African radiographers in pattern recognition, and construction of written comments, 
could improve their accuracy and ability to deliver a descriptive comment on a 
radiographic image. Kumar (2007:ii) concluded in his New Zealand study that by 
optimising the embodied knowledge of radiographers, by means of post-graduate 
training, could effectively enhance their reporting on trauma radiographs in the 
clinical setting. 
 
Medical practitioners were also of the opinion that trauma training should be 
specialised due to the time factor that is crucial in trauma cases. 
 
“…their training in trauma uhm, should be…more specialised…it should be uhm, 
something the course focuses on quite a bit because…trauma is the one place 
where your call has to be made right now…” (MP2-50908). 
 
No study could be found to validate or negate this finding. 
 
Both the radiographers and the medical practitioners in this study perceived training 
of radiographers, in terms of reporting, as a professional development opportunity 
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or even opportunities for continuous professional development (CPD). Participants 
also expressed that a clinical-based mentoring programme or system should be in 
place to support those radiographers who assume a reporting role. This would, in 
their opinion, also assist both the emotional development of radiographers, and 
patients in the long-term. 
 
“…and I think that most radiographers should do the course…for professional 
development.” (R4-509022, 2015:lines197-200). 
 
“I know there are mentoring programmes and stuff like that, for initial calls so that’s 
something that probably helps.” (MP2-50908, 2015:lines100-102). 
 
 
In the USA mentoring exists for those radiographers who study to becoming 
radiology assistants. They are mentored by radiologists in the clinical environment 
in order to foster competency skills needed to fulfil such a role (ASRT-ACR Joint 
Policy Statement, 2003:1). The College of Radiographers in London insists that it is 
mandatory for interpretation practices undertaken by radiographers to be supported 
by regular CPD (College of Radiographers, 2006, as cited in Howard, 2013:140). 
Radiographers in the study by Howard (2013:140) demonstrated an eagerness to 
commit to life-long learning for the benefit of patients.  
 
The HPCSA, and their Australian counterparts, have similar regulations defining the 
scope of the profession of radiographers (cf. 1.2). Yielder (2014:64) argues that the 
professional bodies in Australia and New Zealand should find ways to encourage 
radiographers to engage in activities to develop professionally and personally, in 
order to create a change in professional culture, as well as to progress to an 
advanced practitioner framework. 
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3.5 CONCLUSION 
 
This chapter presented an in-depth discussion of the findings of data analysis. The 
findings were presented in three themes, with respective sub-themes. The 
relationships between themes and sub-themes were also highlighted. A literature 
control was utilised to validate the findings of this study.  Where no literature exists 
this was indicated. In the absence of South African literature, international studies 
were used to validate and verify the findings. A rich description of the context of the 
study and sample of participants was presented. The research paradigm was 
utilised, where appropriate, in order to validate the findings from a theoretical 
reference framework perspective. 
 
A summary of the findings and limitations of this study are discussed in Chapter 4. 
Based on the findings, recommendations are also presented. 
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CHAPTER 4: RECOMMENDATIONS, LIMITATIONS AND CONCLUSION 
 
4.1 INTRODUCTION 
 
In the previous chapter, a rich description of the context of the study was provided, 
as well as a discussion of the findings that emanated from the semi-structured 
interviews with radiographers and medical practitioners. These findings were 
presented and discussed under three themes. This chapter provides a summary of 
the findings. It also includes recommendations to the PBRCT of the HPCSA, based 
on the findings of this study. Limitations of the study are presented. General 
recommendations for practice, research and education, are presented.  
 
4.2 SUMMARY OF THE FINDINGS 
 
This study originated from my experiences in the after-hours trauma unit, where 
radiographers often have to provide opinions to medical practitioners regarding 
probable diagnoses from trauma related radiographic images. The aim of this study 
was to explore and describe the experiences of both radiographers and medical 
practitioners regarding the reporting of trauma related radiographs, in the after-hours 
trauma unit in order to provide recommendations to the PBRCT of the HPCSA 
regarding reporting of trauma related radiographic images by radiographers in after-
hours trauma units. The first objective (phase one) of this study was to explore and 
describe the experiences of radiographers and medical practitioners regarding 
reporting of trauma related radiographic images in after-hours trauma units. 
 
Data collection was done during phase one of the study, where the participants 
provided information-rich descriptions of their experiences regarding reporting of 
trauma related radiographic images in the after-hours trauma unit. The results of the 
interviews held with the participants are described and discussed in Chapter 3. 
There were three themes that emerged from the interviews. 
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Theme one: Radiographers experienced specific challenges regarding after-hours 
reporting of trauma related radiographs. 
 
Radiographers described how the regulations defining the scope of the profession 
of radiography limit them in terms of formally interpreting and reporting on 
radiographs. Many concerns were raised regarding medico-legal implications and 
risks associated with reporting of radiographs by radiographers. However, the 
radiographers who participated in this study also expressed reasons for their 
voluntary assistance to medical practitioners, when they were asked for help in the 
after-hours trauma units. Furthermore, radiographers experienced a sense of power 
imbalance between them and medical practitioners in the after-hours trauma unit 
related to reporting of trauma related radiographs. The experiences, voiced by the 
radiographers, generated negative and positive feelings and emotions. 
 
Theme two: Medical practitioners experienced constraints with interpretation of 
after-hours trauma related radiographs. 
 
The medical practitioners who participated in this study also related the constraints 
they experience in the after-hours trauma units. In many cases medical doctors ask 
assistance from radiographers in order to interpret radiographic images accurately, 
and to come to a final diagnosis. They ascribed these constraints to their own 
perceived lack of knowledge and capability, as well as the unavailability of sufficient 
human resources in the after-hours trauma unit. These constraints also lead to role 
expectations on the part of the medical practitioners from radiographers in the after-
hours trauma unit related to the reporting on and of trauma associated radiographic 
images. 
 
Theme three: Optimising participation of radiographers with regards to trauma 
related radiographs in after-hours trauma units. 
 
The participants made various recommendations to optimise the preparation of 
radiographers to assume formal reporting roles in after-hours trauma units. Reasons 
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for their propositions included opportunities of professional development as well as 
effective and efficient patient management. 
 
It was also found that efficient and effective patient management was central to the 
phenomenon being studied. The radiographers, and the medical practitioners, 
voiced that although they have specific challenges in the after-hours trauma units, 
they utilise the available resources to their disposal in a collaborative manner in 
order to facilitate and enhance patient care, as well as the services rendered. Figure 
4.1, on the next page, provides the reader with an overall visual representation and 
a holistic image of the interrelatedness of the findings of this study. 
 
The first objective of this study was therefore achieved. 
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Figure 4.1: Visual representation of the interrelatedness of the findings of this study 
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4.3 DEVELOPING THE RECOMMENDATIONS TO THE PBRCT OF THE 
HPCSA 
 
After reporting on the findings of the research, I thought about the second research 
question: What needs to be done to enable radiographers to report on trauma 
related radiographic images in the after-hours trauma unit? I asked the following 
question: How can radiographer reporting be optimised, legalised and improved, 
taking the research findings, and the suggestions made by participants into account? 
I reflected on the context, process and outcomes of the current radiographer 
reporting system used in the Republic of South Africa, i.e. the voluntary, red-dot 
system, and in so doing, identified lacuna in the system with specific reference to 
the PBRCT of the HPCSA regulation of the profession. Thereafter, I investigated the 
functions of the HPCSA (HPCSA, 2013:n.p), which includes the protection of the 
public by means of: 
 Setting standards for registrants’ education and training, professional skills, 
conduct, and performance; 
 Approving programmes which professionals must complete to register with 
the relevant professional board of the HPCSA;  
 Keeping a register of professionals who meet those standards; and 
 Taking action against those registered professionals who do not meet the set 
standards. 
The recommendations developed are in keeping with the first two functions of the 
HPCSA stated above. 
 
Thereafter, I interrogated the suggestions of the participants again and added 
information from existing literature (from different countries in the world where 
radiographers are reporting on or interpreting radiographic images, and where 
research has been done on the phenomena) to make recommendations to the 
PBRCT of the HPCSA. Phase two of this study therefore follows now (cf. 4.4). 
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4.4 RECOMMENDATIONS TO THE PBRCT OF THE HPCSA 
 
Objective two of this study was to provide recommendations to the PBRCT of the 
HPCSA regarding reporting of trauma related radiographic images in after-hours 
trauma units. The recommendations are based on both the findings and limitations 
of this study. 
 
A recent study, conducted by the PBRCT of the HPCSA, found that 63% of the 
respondent radiographers were in favour of assuming formal clinical roles pertaining 
to image interpretation and reporting in general. On the other hand, only 26% of the 
radiologists who responded supported this task-shifting endeavour. However, only 
35% of radiologists, and approximately 5.5% of radiographers nationally participated 
in this research study. The respondent radiologists were mainly in agreement that 
radiographers should undergo further education and training in order for them to fulfil 
formal reporting roles in the clinical environment of radiographic images (Swindon, 
2014:12). During a debate on role extension and task-shifting, at the SA 2015 
imaging congress from 9-11 October, Tuft, R. (2015). [Personal Communication],  
stated  that radiologists, in particular the Radiological Society of South Africa 
(RSSA), are in full support of the realisation of this task-shifting endeavour of  
enabling radiographers to formally report on radiographs.  
 
The following two recommendations with sub-recommendations are therefore put 
forward, to support and encourage task-shifting so that radiographers assume the 
formal reporting role, in after-hours trauma units in health care establishments. In 
the process of considering and materialising these recommendations, I also 
recommend rigorous debates and discussions between the relevant professional 
boards of the HPCSA in order to reach consensus regarding role clarifications, and 
inter-professional education. Table 4.1 represents the recommendations and sub-
recommendations. 
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Table 4.1: Table of the recommendations to be presented to the PBRCT of the HPCSA 
Recommendation Sub-recommendation 
Recommendation one 
Regulatory and policy 
amendments with 
regards to radiographer 
reporting 
1.1     Amendment of the regulations defining the scope of 
the profession of radiography need to be made by 
the PBRCT of the HPCSA 
1.2     Role clarification (expectations and responsibilities) 
of radiographers should be stipulated in the policies 
and regulations of the PBRCT of the HPCSA 
Recommendation two 
Education and training 
2.1    Development of standards for reporting of trauma-
related radiography should be integrated into basic 
requirements of the post-graduate qualifications of 
educational programmes 
2.2  Continuous Professional Development regarding 
reporting and interpreting skills of radiographs 
should form part of the requirements for annual 
licensing to practice of practitioners 
2.3    Inter-professional education should form part of the 
undergraduate training of radiographers 
 
Each recommendation is discussed in detail. 
 
4.4.1 Recommendation one: Regulatory and policy amendments with 
regards to radiographer reporting 
 
To provide a formal interpretation of and report on radiographic images includes a 
considerable amount of medico-legal risk/implications (Williams, 2006:16). Gqweta 
(2012:23) highlights that internationally the increasing demands on the health care 
system, and the limited access to scarce resources, led to healthcare policy 
amendment in response to these changes in the healthcare climate. The UK has 
already endeavoured task-shifting and extended roles for radiographers with 
regards to formal reporting. Radiographers are actively involved in formal reporting 
across the UK, and are reporting on an array of radiographic examinations (cf. 1.1). 
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According to the Society of Radiographers (SoR) (Beardmore, 2013:4) 
radiographers have been involved in abnormality detection, namely the red dot 
system. In 2006 there was evidence that radiographers in the UK contributed to 
clinical reporting of trauma related examinations, amongst others. These clinical 
reporting roles are dynamic and have been expanding ever since 2006. 
Radiographers across the world assume various clinical reporting roles. However, 
radiographers in the UK, to the knowledge of the researcher, are the only 
radiographers worldwide that fulfil formal clinical reporting roles of radiographic 
images. Radiographers in South Africa, Nigeria, Egypt, Australia, New Zealand, 
Norway, and the Pacific Islands, for example, only provide verbal, ad hoc opinions 
on radiographs, when they are asked for assistance and advice; they do not fulfil 
formal reporting roles. Hence, I used the established practices implemented in the 
UK as a guide to formulate the recommendations put forward in the section below.   
 
Recommendation one includes amendments that need to be considered to the 
current legislative prescriptions and regulations regarding the scope of the 
profession of radiography, as well as the subsequent role clarification and 
delineation that is needed with regards to formal radiographer reporting. 
 
4.4.1.1 Sub-recommendation 1.1: Amendment of the regulations defining 
the scope of the profession of radiography, need to be made by the 
PBRCT of the HPCSA 
 
South African radiographers cannot formally report on radiographic examinations at 
present. Should a radiographer  not comply with the rules of ethical conduct, as 
outlined in annexure 10 of the Health Professions Act 56 of 1974 (herein after 
referred to the HPA), as amended in February 2009, this will  constitute an act or 
omission. The PBRCT can therefore take disciplinary action against such a 
radiographer (HPCSA, 2010:49). Furthermore, annexure 10 indicates in section 1(c) 
that radiographers may only provide verbal opinions to the practitioner that referred 
the patient, and only on the particular examinations a radiographer personally 
performed. The same annexure states in section 1(d) that no radiographer shall 
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exceed the limits set pertaining to his or her particular category or categories 
(HPCSA, 2010:50). 
 
However, the regulations defining the scope of the profession of radiography, as well 
as the ethical rules of conduct as outlined in annexure 10 of the Health Professions 
Act 56 of 1974 should be transformed and amended, in order to be responsive to 
the current demands of the healthcare system. The amendments should be 
considered and affected in relation to staff shortages with scarce skills, and 
radiologists in South Africa, to facilitate equitable access to healthcare services to 
all South African citizens. The Pacific Islands face similar challenges regarding staff 
shortages, where radiographers often work alone in a region, with no radiologists 
available, and these radiographers are also frequently consulted for their opinions 
on radiographs. In the Pacific Islands formal reporting is not yet permissible (Smith, 
Yielder, Ajibulu & Caruana, 2008:e22). Pinto, Bode, Tonerini and Orisitto (2008:315-
316) point out that poly-trauma is the third leading cause of death in western 
countries. Radiologists play a significant role in the trauma unit with regards to 
suggesting alternative or the most appropriate examination for the medical concern 
or clinical presentation of a patient. However, the lack of radiologists does not allow 
for this to happen, and arguably radiographers can fill this gap by optimising and 
development of the full complement of radiographers’ learnt knowledge. Williams 
(2009:17) highlights that the optimisation of professional knowledge and experience, 
by developing the skills of existing human resources available, can ultimately benefit 
patients, and aid as a solution to the challenges faced by the healthcare system. Du 
Plessis and Pitcher (2015:1) concluded in their study that senior South African 
radiographers could be potential important resources for acute-trauma radiograph 
reporting in the public healthcare sector. Okeji, Udoh and Onwuzu (2012:534), and 
Gqweta (2012:24), argue the same benefits formal radiographer reporting roles 
would hold for the A&E departments in Nigeria, and primary healthcare facilities in 
South Africa, in their respective studies. A study by Du Plessis and Pitcher, as well 
as a study by Hlongwane and Pitcher (2013), demonstrated that radiographers in 
South Africa have comparable interpreting and reporting skills with their international 
counterparts. Literature has also shown that by introducing a radiographer’s opinion 
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did not only reduce the amount of misdiagnoses but also affected the relevant 
medical practitioners’ decision-making for the benefit of patients in light of 
appropriate management and treatment (Berman, De Lacey, Twomey, Twomey, 
Welch & Eban, 1985; Kelly et al., 2012; Snaith & Hardy, 2013).  
 
The radiographers, who participated in this study, indicated (cf. 3.4.1.1) the current 
regulations act as a barrier to formal reporting, or opinions. The participants further 
expressed their concerns vis-à-vis staff shortages, and that  there is  need to use 
the available skills to bridge the existing gap that pose a barrier to obtaining  a formal 
report. According to the national core standards for health establishments in SA, 
domain 3.2.2 (National Department of Health, 2011:27): diagnostic imaging services 
should be available, and good quality reports or results should be provided in agreed 
timescales. However, this is not possible within the current context in the public 
sector after-hours trauma units (cf. 3.2). From the challenges radiographers and 
medical practitioners expressed in this study, it can be inferred that the current 
ethical rules and regulations defining the scope of the profession of radiography is 
not feasible within the current practices in after-hours trauma units. Uganda also 
faces the challenge of having limited resources, and found that improvement of the 
efficiency of service delivery to patients, calls for enhancing and developing the skills 
of personnel involved in imaging (Kawooya, Pariyo, Malwadde, Byanyima & 
Kisembo, 2012:n.p.). 
 
I therefore propose that annexure 10, section 1(c) and (d) to the HPA, as well as the 
regulations defining the scope of the professions of radiography, should be amended 
to include provision for: 
 
 Reporting to be done by radiographers that have received the appropriate 
and accredited education and training as approved by the PBRCT of the 
HPCSA. 
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Radiographers that participate, and fulfil the formal reporting and preliminary clinical 
evaluation roles in the UK, are also bound by strict legislative prescripts. They may 
only practice reporting roles for those areas in which they are appropriately trained, 
and have the competencies and knowledge to appropriately report on radiographic 
images (Beardmore, 2013:6). 
 
Radiographers that would like to pursue and assume reporting roles should also 
have a clear set of standards defining and clarifying their role, as well as the 
associated expectations and responsibilities. 
 
The necessary control measures (disciplinary actions) should be put in place by the 
PBRCT of the HPCSA to ensure accountability of radiographers in terms of quality 
reporting. Action should be taken when radiographers are negligent in terms of the 
radiographic image reporting (acts and omissions). 
 
4.4.1.2 Sub-recommendation 1.2: Role clarification (expectations and 
responsibilities) of radiographers should be stipulated in the 
policies and regulations of the PBRCT of the HPCSA 
 
The SoR has defined two distinct roles that radiographers fulfil in terms of reporting. 
These can form the foundation for the development of similar roles in SA. The first 
role is preliminary clinical evaluation. The second role is clinical reporting. 
 
In the UK, radiographers who perform preliminary clinical evaluations, have 
completed their relevant undergraduate education and training, as well as their 
preceptorship. They do not have post-graduate education and training in formal 
image reporting. These radiographers assess the radiographic appearances, make 
informed clinical judgments and decisions, and provide the referrer with an 
unambiguous written report of the radiographic image, within the limits of their 
undergraduate education and training.  If a radiographer is unable to make such 
preliminary clinical evaluation, this too needs to be communicated to the referrer 
(Beardmore, 2013:3). The College of Radiographers (CoR) in Britain (2013, as cited 
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in Beardmore, 2013:5) requires preliminary clinical evaluation to be embedded in 
undergraduate training, and after preceptorship newly qualified radiographers 
should be able to assume this role. They are expected to apply their knowledge to 
standard plain imaging and contrast examinations. In particular, CPD plays a major 
role in facilitating these radiographers’ skills and competencies required for this role 
(Beardmore, 2013:5). Another method of professional development in the UK, with 
regards to maintaining their competency and skills in terms of image interpretation, 
requires that UK radiographers have access to an electronic learning (e-learning) 
programme in which 200 learning units are included, at no cost to those 
radiographers working in the NHS, which facilitates knowledge and skill 
development related to image interpretation (Beardmore, 2013:5). The preliminary 
clinical evaluations correspond to the pattern recognition education  South African 
radiographers are exposed to and trained in at undergraduate level, and which they 
utilise in clinical practice  (Hazell, Motto & Chipeya, 2015:302). However, unlike the 
inclusion of written interpretations regarding the radiographic appearances for those 
assuming the preliminary clinical evaluation role in the UK, South African 
radiographers may not furnish a written report (HPCSA, 2010:50). 
 
In contrast to radiographers who fulfil preliminary clinical evaluation roles, those who 
assume clinical reporting roles have successfully completed the required post-
graduate education and training, as approved by CoR, in order to enable them to 
provide diagnostic reports in defined fields of practice, in which they are trained 
(Beardmore, 2013:3). These qualification(s) should include clinical reporting skills 
development, as well as a clinical-competence assessment component (Beardmore, 
2013:5). This role is absent in SA, and policy transformation should occur in this 
regard. Radiographers that assume clinical reporting roles are considered to have 
advanced practice skills (Beardmore, 2013:7); they are in a different UK 
remuneration agenda for change (AfC) pay bands: bands 7 or 8a, or equivalent. 
These radiographers are also responsible for training, professional development, 
and supervision of staff undertaking preliminary clinical evaluation. 
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In light of the above roles established in the UK, I suggest a similar structure for 
South Africa. Firstly, the role of preliminary clinical evaluation is already 50% 
accomplished since South African radiographers have pattern recognition skills and 
knowledge of pathology. Developing, and training radiography students at 
undergraduate level to translate these radiographic appearances in written form 
should be endeavoured, to be on par with the UK. Secondly, these can be the 
cornerstones to build-on, as they are relevant to the South African context.  
 
I suggest, in keeping with best practices abroad (ACR-ASRT joint policy statement, 
2003:1-2; Beardmore, 2013:11), that the following should be the additional core 
competencies of radiographers in South Africa.  
 Obtaining a clinical history from the patient and document it, to add to the 
medical practitioner’s notes, as this could assist in optimisation and 
justification of the particular radiographic examination request; 
 Provide a written, descriptive report based on the radiographic appearances 
of plain trauma radiographs, and provide possible differential diagnoses; 
 Radiographers should undertake, or suggest, alternative radiographic 
projections or imaging examinations based on the radiographic appearances 
of a particular anomaly, abnormality or pathological condition, to facilitate 
further evaluation in light of the differential diagnoses; 
 Radiographers should also be cognisant of their capabilities and limits related 
to their personal competence, as well as the regulations defining the 
expectations and responsibilities of preliminary clinical evaluation roles, so 
that appropriate action can be taken to deliver an efficient and safe service to 
patients. 
 A preliminary clinical evaluation role can be assumed by newly qualified 
radiographers, the year after their community service year, if their 
undergraduate training included pattern recognition and report writing. 
Similarly, more experienced radiographers can fulfil these roles as well if they 
do not want to fulfil clinical reporting roles, as described above (cf. 4.4.1.2). 
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 The undergraduate training of radiographers wishing to assume roles of 
preliminary clinical evaluation, should include training regarding the most 
prevalent conditions, in general, presenting to the health care establishments, 
in terms of the most appropriate imaging needed to aid in diagnosis and their 
respective radiographic appearances. A competency assessment with 
regards to accurate interpretation of these respective conditions on 
radiographic images should be carried out, before radiographers can assume 
preliminary clinical evaluation roles. 
 
Those radiographers wishing to fulfil formal reporting roles, similar to the clinical 
reporting roles in the UK (Beardmore, 2013:5) should, in addition to the current roles 
and responsibilities of radiographers in SA, and those proposed above for 
preliminary clinical evaluation, have the relevant additional education and training, 
as detailed in recommendation two (cf. 4.4.2.1). 
 
Standardised roles and responsibilities should be considered in South Africa, to 
eliminate role confusion in different provinces regarding what one cohort of 
radiographers should do in one province and what another should do in another 
province. 
 
4.4.2 Recommendation two: Education and training 
 
Literature globally, as well as the SoR, underscores that radiographers can only 
meaningfully contribute in frontline reporting roles once they have received the 
appropriate and accredited training (cf. 1.1; Beardmore, 2013:3). Participants in this 
study also provided education as a method to optimise radiographer participation in 
the after-hours trauma unit (cf. 3.4.3.3). Kumar (2007:ii), and Hazell, Motto and 
Chipeya (2015:302), demonstrated in their respective studies that both New Zealand 
and South African radiographers’ accuracy and precision in providing written, 
unambiguous descriptive reports have improved by means of adequate training. 
Radiographers in the UK specialise in a specific field of reporting, and only practice 
within that field. Fields they currently can be trained to report in include: A&E 
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imaging, large bowel examinations (i.e. contrast media enemas), ultrasound, nuclear 
medicine, mammography, and chest radiography, as well as CT head scans, and 
certain MRI scans (Beardmore, 2013:4).  
 
Radiographers in the UK may   not assume a clinical reporting or preliminary clinical 
evaluation role if they do not have the knowledge, skills or appropriate training. This 
should be explicitly emphasised and applied in the South African context. Etheredge 
(2011:12) warns that no South African radiographer should assume an extended 
role without the necessary and appropriate education and training. To do so would 
be in contravention of the law regulating the profession of radiography, as well as 
the ethical guidelines for good practice set by the HPCSA for health professions. 
A written report structure should be followed, similar to that in the UK, as it eliminates 
the red-dot system ambiguity. A descriptive report should be structured, 
unambiguous, and focussed; whereas medical practitioners could still misinterpret a 
radiograph due to the absence of a red-dot if they are not knowledgeable what the 
system entails (Hazell, Motto & Chipeya, 2015:303).  
 
4.4.2.1 Sub-recommendation 2.1: Development of standards for reporting 
of trauma-related radiography should be integrated into basic 
requirements of the post-graduate qualifications of educational 
programmes 
 
Currently, no post-graduate qualifications in SA exist in which radiographers can 
specialise in reporting. Du Plessis, Friedrich-Nel and van Tonder (2012:117) also 
highlight a need for post-graduate studies in a specialisation field of diagnostic 
radiography in SA. Due to the lack thereof, radiographers wishing to undertake 
advanced professional and personal development endeavours, by means of further 
education in terms of formal image interpretation or reporting, cannot pursue this 
field. Globally, as well as in South Africa, radiographers have been shown to be 
competent, and comparable to consultant radiologists, with regards to interpretation 
of and reporting on radiographic images, for instance but not limited to CT head 
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scans, CT colonography, mammography, and A&E skeletal radiographs. Their 
competency  improves by additional training and experience (Brealey, King, Crowe, 
Crawshaw, Ford, Warnock, Mannion & Ethell, 2003; Brealey et al., 2005;  
Hlongwane & Pitcher, 2013; Meertens, Brealey, Nightingale & McCoubrie, 2013; Du 
Plessis & Pitcher, 2015; Lockwood & Piper, 2015; Moran & Warren-Forward, 2015). 
Accredited education and training exists for radiographers in Australia with regards 
to image interpretation and reporting, however reporting is not yet permissible in 
Australia.  The Health and Care Professions Council (HCPC) in the UK (2013, as 
cited in Beardmore, 2013:7) also emphasise that radiographers are independent, 
autonomous healthcare professionals, and should take responsibility and be 
accountable for their actions. Radiographers should therefore only assume 
extended roles for which they are adequately trained. Williams (2006:16) also 
emphasises this in her opinion article aimed at South African radiographers. 
Creating these professional development opportunities, with regards to reporting by 
radiographers, is also in response to the medical practitioners’ lack of accurate 
interpretation of trauma-related radiographic images (cf. 3.4.2.1), which would 
facilitate enhanced service delivery to patients, improve patient management. I 
therefore propose that: 
 
 Education and training programmes should be developed, and accredited 
with both the Council of Higher Education in South Africa (CHE), and the 
HPCSA. 
 These programmes should be post-graduate qualifications, and should 
focus on specific fields, rather than being a broad course. For example, in 
the context of this study, a post-graduate diploma, or even a coursework 
master’s degree should be developed pertaining to image interpretation and 
reporting with regards to trauma imaging. Another qualification could focus 
on CT of the head with regards to trauma. The qualification would enable 
radiographers to become specialists in their field of choice, and would also 
ensure that they are recognised for their expertise (e.g. if they have a 
Master’s degree). 
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 Furthermore, they should be able to provide a comprehensive written 
account of what the provisional diagnosis may be from the radiographs. 
They should be able to communicate this to the referring practitioner, and 
patient. In terms of clinical experience that would be  required, I suggest that 
radiographers wanting to assume formal reporting roles should have at least 
three years of clinical experience in trauma-related work before they can 
pursue post-graduate studies. 
 Apart from the reporting skills development component (theory), these 
qualifications should also have a clinical assessment component to ensure 
that radiographers are competent. Williams (2006:15) also emphasised this. 
Inter-professional collaboration and learning should also be integrated as 
part of a practical component of the qualification, which can take the form of 
inter-professional ward rounds and case reviews. 
 The qualification should incorporate e-learning, using a blended learning 
approach, since most radiographic departments are now digitised. This 
would provide a naturalistic approach to the pedagogical approach 
underpinning the delivery of the qualification, and radiographers would be 
able to study while they are working. The blended learning approach would 
also avoid worsening the staff shortages in the clinical areas. A web-based 
approach would provide greater access to information to students over a 
greater geographical area, and encourage students to become co-
responsible for their learning during the completion of the qualification. 
Based on the research paradigm used in this study, namely DCog, it has 
been shown that knowledge is co-constructed between individuals, each 
holding their own embodied knowledge and using different media to convey 
their knowledge to a next individual, in order to construct and gain new 
knowledge in that particular interaction (cf. 1.7). Similarly, this can be the 
educational philosophy underpinning the development of these post-
graduate qualifications in South Africa.  
 Those radiographers who have completed the required education and 
training could therefore be mentors to those assuming preliminary clinical 
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evaluation roles, as well as those in the process of studying towards a 
qualification in formal reporting in trauma. The mentorship approach, or 
coaching, is also suggested in an article by Hardy, Legg, Smith, Ween, 
Williams and Motto (2008:e17) from a global perspective, as they all 
represent various geographical areas in the world, including South Africa. 
These authors are of the opinion that since assuming an advanced role, 
these radiographers are therefore at the forefront of the profession and 
should educate and mentor their peers, as well as their patients and other 
health professionals. By implication I argue that these advanced 
practitioners can also be said to be responsible to advocate inter-
professional collaboration and practice in the clinical environment.  
 
4.4.2.2 Sub-recommendation 2.2: Continuous Professional Development 
regarding reporting and interpreting skills of radiographs should 
form part of the requirements for annual licensing to practice of 
practitioners 
 
The College of Radiographers in the UK insist that continuous professional 
development (CPD) is compulsory for all radiographers in order to maintain their 
image interpretation and commenting competency and skill (Howard, 2013:140). In 
South Africa, all radiographers have to accrue 30 continuous education units (CEUs) 
annually, of which five CEUs should be related to bioethics and health law; as set 
by the HPCSA. Although mandatory CPD systems are in place, those radiographers 
wishing to develop their image interpretation skills and knowledge of pathologies, 
should make more effort to attend CPD events aimed in this regard. However, due 
to the nature of radiographers’ work and working schedules, they cannot always 
attend external CPD events, and therefore make alternative arrangements, or find 
ways to accrue their required CEUs. Paterson, Price, Thomas and Nuttall (2004:209) 
suggest that workplace CPD events could also be effective. They suggest case 
reviews and multidisciplinary clinical meetings as possible examples to pursue 
image interpretation and reporting skills. 
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In the light of the present literature, I propose that: 
 Those radiographers that would potentially assume the role of preliminary 
clinical evaluation and formal reporting, should accrue at least 10 CEUs 
related to events on image interpretation, radiographic appearances of 
pathologies and reporting, as part of the already 30 mandatory CEUs that 
radiographers need to have. Therefore, five CEUs would be for bioethics 
and health law, 10 CEUs for image interpretation related events, and the 
other 15 CEUs for general events pertaining to aspects of radiography. 
 The CPD guidelines of the HPCSA should therefore be amended 
accordingly to accommodate the above recommendation. 
 To enable greater access to CPD events, the PBRCT of the HPCSA should 
think of developing an online e-learning website. Radiographers can then 
pay a subscription fee, or alternatively this could be included in their annual 
HPCSA registration fee. The e-learning platform should be available to all 
radiographers registered with the HPCSA, and contain cases which provide 
the user to interpret and report on radiographs. In doing so, radiographers 
could easily access the e-learning platform remotely, and whenever they 
would like to in order to accrue CEUs. Mastery learning could be the 
teaching strategy of choice, meaning radiographers have to successfully 
complete the course and the assessment on-line, before they are credited 
with the CEUs.  Cases should also be updated every six months by highly 
trained and skilled radiographers, and when new information is uploaded on 
the platform, the users should be notified thereof. 
 Inter-professional ward rounds, or case reviews, could also be another 
opportunity for radiographers to accrue CEUs in the workplace with regards 
to image interpretation. However, the relevant health establishments should 
then follow the current policies of the HPCSA and apply to become an 
accredited CPD provider, and follow the protocols used currently. 
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4.4.2.3 Sub-recommendation 2.3: Inter-professional education should form 
part of the undergraduate training of radiographers 
 
The SoR (Beardmore, 2013:3) highlights that a multi-disciplinary team approach 
holds benefits, not only for professional development, but also for meeting the needs 
of patients, referrers, and health organisations, by providing more rapid access to 
the most appropriate imaging examinations and formal reports thereof. Lancaster 
and Hardy (2011:108) suggested in their study that if radiographer commenting is 
formalised their contribution in a multi-disciplinary team may be increased; which 
could result in their professional profile increasing as well. Lancaster and Hardy 
(2011:108) also concluded that commenting on radiographs should be embraced as 
an opportunity for professional development. In this present study, radiographers 
voiced their perceived power imbalance with medical practitioners; with medical 
practitioners being superior. However, it is not unreasonable to infer that 
radiographers should be unapologetic about their expert knowledge and skill, and 
be autonomous in their decision-making, pursue their independent role function, and 
be accountable for their practice.  Gqweta (2012:25) also argued that increased 
involvement of South African radiographers within a multi-disciplinary team may 
impact positively on the morale of radiographers, due to their increased 
responsibility to patients. This could also result in a change in attitude of other health 
professionals with regards to the contribution a radiographer plays in the 
management of a patient. These attitude changes could include greater appreciation 
for the knowledge and value a radiographer can add to a multi-disciplinary team. 
 
In light of the present critical shortage of health professionals, innovative and 
optimised utilisation of the available skills should be endeavoured. The World Health 
Organisation (WHO) (2010:23-36) has developed a framework that outline 
strategies of how inter-professional education and collaborative practice can be 
achieved. Bridges, Davidson, Odegard, Maki and Tomkowiak (2011:1) define inter-
professional education (IPE) as: “members or students of two or more professions 
associated with health or social care, engaged in learning with, from and about each 
 103 
 
other.’ The rationale for having IPE in undergraduate programmes, especially in the 
first year of study, is explained very well, in my opinion, by Casto et al. (1986, as 
cited in Bridges et al., 2011:2). They highlighted that offering IPE to students, before 
they commence practising, aids in building the basic value of working in a multi-
disciplinary team. I therefore also argue that it could aid in eliminating power 
relations between health professionals in the clinical environment, since they will 
have knowledge regarding the role each of them plays in the health team. I also 
believe students would then truly understand holistic, patient-centred care, if they 
see how they can, as different health professionals, play an important role in 
managing patients together, using their own individual experience and expert 
knowledge.  
 
Participants in this study explained how they collaborate in order to benefit patients. 
The participants also benefit in terms of personal and professional development. 
Pimmer et al. (2013) stated in their article that using the theory of DCog, health 
professionals with different levels of experience could assist in holistic management 
of patients, and this could reduce the risk of misdiagnosis. Similarly DCog can be 
used as a reference framework for inter-professional collaboration, as well to solve 
complex medical cases they are faced with, which one particular health professional 
cannot solve on his or her own. 
 
I therefore recommend that the PBRCT of the HPCSA strongly consider the 
inclusion of IPE as a requirement, in undergraduate radiography programmes in 
South Africa. Not only for holistic training of students, but also for the benefit of 
patients, and better inter-professional collaboration and understanding of the 
different roles and contributions each discipline makes. This implies that the basic 
requirements and standards, regarding radiography training in South Africa, would   
have to be amended by the PBRCT of the HPCSA in order to accommodate these 
recommendations. 
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4.5 EXECUTIVE SUMMARY OF THE RECOMMENDATIONS TO THE 
PBRCT OF THE HPCSA 
 
Universally there are staff shortages, and there are increased demands on the 
health system to provide cost-effective, efficient and quality patient care, based on 
patient needs. There is a disproportion between the workload burden, and the 
number of health professionals that can handle the burden in public sector trauma 
units, resulting in fragmented, ineffective health care. Innovative changes have been 
made in response to provide efficient service to benefit the users of healthcare 
globally, and South Africa needs to follow suit.  
 
In the light of radiographer reporting, South Africa is lagging behind the rest of the 
world, although empirical evidence exists that task-shifting is needed. The 
recommendations made above to the PBRCT of the HPCSA provide a foundation 
on which the PBRCT can build a way forward to formalise radiographer reporting. 
Recommendations were put forward regarding possible regulatory and policy 
changes, as well as propositions to improve education and training of radiographers. 
The regulatory and policy changes include recommendations to amend the 
regulations defining the scope of the profession of radiography, as well as role 
clarification for the envisaged reporting-radiographer. Recommendations pertaining 
to education and training include: the development of standards as part of the basic 
requirements for post-graduate qualifications with regards to reporting of trauma-
related radiographic image; CPD requirements and strategies for implementation 
with regards to development of interpreting skills by radiographers; and the need for 
inter-professional education integration in undergraduate training of radiographers. 
 
It is my recommendation that the PBRCT of the HPCSA should take the lead in this 
endeavour, with rigorous debates and discussions with the other professional 
boards of the HPCSA to reach consensus, and clear role classifications and 
expectations. Radiologists and radiographers should work closely together to 
materialise this endeavour, especially due to the critical shortages of radiologists in 
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SA, so that no role conflicts or role infringements exist, and better cooperation can 
be achieved between the different role players in patient care.  
 
By putting these recommendations forward, I have therefore achieved the second 
objective of this study, and realised the aim of the study. 
 
4.6 LIMITATIONS OF THE STUDY 
 
Although the richness of data provided by the radiographers and medical 
practitioners, facilitated my understanding of their experiences in relation to reporting 
of trauma related radiographic images, I have identified the following as limitations 
of the study. 
 Only after-hours trauma units were included in this study, therefore the 
experiences of radiographers and medical practitioners working during 
normal working hours are not known. 
 Only the public sector trauma units were included in the study. If the private 
sector were included the results might have been different. 
 The study was done in two metropolitan urban areas. If more health care 
facilities were included, especially in the rural areas, the findings might have 
identified other needs or constraints. 
 Only four medical practitioners formed part of the sample size; whereas a 
greater number of medical practitioners may have revealed some other 
perspectives with regards to the study. 
 
4.7 RECOMMENDATIONS  
 
The following general recommendations are made in light of the study findings, as 
well as the recommendations to the PBRCT of the HPCSA. 
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4.7.1 Recommendations for radiography practice 
 
The recommendations to the PBRCT of the HPCSA should be considered and 
implemented. A study could then be done to assess the effect of the policy and 
educational changes in the practice environment. 
 
The findings of this study should be made available to managers at the health 
establishments, to assist hospital management to communicate and clarify the role 
expectation and responsibilities of radiographers to medical practitioners. Having 
such clarification may result in improved inter-professional relationships. 
 
Considering the current actualities in the after-hours trauma units, radiographers 
should be cognisant that, although they find themselves in a situation of dual loyalty, 
they should still act within the regulations defining the scope of the profession of 
radiography. My recommendation however in this regard is that the PBRCT of the 
HPCSA should provide radiographers with some guidance on how to achieve a 
balance vis-a-vis the ethical principle of beneficence, as required by the HPCSA’s 
professional conduct for health professionals, and the regulations defining the scope 
of the profession of radiography, where the radiographers opinion would  be in the 
best interests of patients,  but contravening the regulations defining the scope for 
the profession of radiography, within the current context in the public sector. 
 
With regards to the associated medico-legal risk/implications of formal reporting, it 
is proposed that radiographers assuming such roles should have professional 
indemnity insurance, in case litigation may arise. 
 
4.7.2 Recommendations for education in radiography 
 
Higher education institutions (HEIs) should start considering how they could 
incorporate education and training regarding developing radiography students skills 
of writing reports based on radiographic appearances and provide differential 
 107 
 
diagnoses. It was recommended that new qualifications be developed in this regard, 
and HEIs could already begin with a situational analysis to enhance the process. 
 
The HEIs could also incorporate IPE into their respective programmes, to foster the 
values of a health professional in their students, and collaborative practice in the 
workplace. Inter-professional or inter-disciplinary ward rounds and care teams could 
be entertained in existing programmes, or could be started to lay the groundwork for 
better cooperation, and role delineation. 
 
4.7.3 Recommendations for research in radiography 
 
Due to the contextual nature, and sample size, of this study, generalisations may 
not be possible. It is suggested that further exploration of the experiences of 
radiographers and medical practitioners should be done in other geographical 
regions, especially in South Africa. The findings of the proposed future studies 
should then be compared with the findings of this study in order to provide and even 
more holistic account of this phenomenon. A study should also be performed outside 
of the after-hours unit, to gather information regarding the experiences in normal 
working hours of both radiographers and medical practitioners. 
 
A study should also be done to explore and describe which examinations are 
prevalent in the after-hours unit in order to make those the foci for inclusion in the 
curricula of undergraduate programmes, and post-graduate qualifications that could 
be developed for clinical reporting by radiographers. 
 
Once the recommendations to the PBRCT of the HPCSA have been implemented, 
the effect of the interventions should also be studied. 
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4.8 CONCLUSION 
 
This chapter provided a summary of the findings of the study, as well as 
recommendations to the PBRCT of the HPCSA, which correspond to the second 
objective of this study. The limitations of this study have been acknowledged and 
described. Literature from various countries, and best practice guidelines and 
policies, were incorporated to make inferences, and were applied in the South 
African context. 
 
This study provided a description of the experiences, of both radiographers and 
medical practitioners, with regards to reporting of trauma related radiographs in the 
after-hours trauma unit. Evidence was found that radiographers could contribute 
significantly in the after-hours trauma unit in the light of the universal shortage of 
radiologists. It was also evident that inter-professional collaboration is beneficial for 
both professional development of the relevant health professionals, as well as 
facilitating effective and efficient patient management.  
 
 
 
 
 
“I walk slowly, but I never walk backward.” – Abraham Lincoln 
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ADDENDUM I 
Research interview:  xxxx 
Date and time:  xxxx 
Length:   xxxx 
________________________________________________________________________ 
R: Okay, So how is it for you to report on radiographs of trauma cases to medical 
practitioners in an after-hours trauma unit? 
P: Uhm, well where we work uhm we do it a lot; although we know that it’s not 
sup…really supposed to be done but I just feel that it’s uhm beneficial to  a lot of the 
doctors, because especially the interns don’t have that experience and they are 
unsure of themselves…they often miss (emphasise) more fractures or will think that 
there is something that there isn’t so, I think it is very helpful that they come and ask 
our advice and that a person can give them advice.  
R: Okay….can you maybe explain a little bit more about this giving advice? 
P: Uhm… well sometimes they’ll come to you and say do you see anything. Which is a 
very difficult question because you don’t really want (emphasis on you don’t really 
want to say) to say unless it is very obvious. You don’t really want to say yes or no 
because…..a lot of things can be very difficult but if I am very sure of myself and it 
is obvious I will point it out (emphasis on will point it out) to them and say to them 
don’t you think this looks like something? or if they see something and say but isn’t 
that… I will not definitely say no it is definitely not; I will say: well personally I think 
it’s not because it looks like, you know one of those arterial lines that you sometimes 
see, very often, in a… in a forearm that looks like a fracture or in the clavicle and 
then they think it is a fracture and then you can say: no, that is a vascular marking 
that does the same thing like that. Uhm… to me the most difficult things are spinal… 
cervical spines, I don’t really (emphasis on don’t really) like to say yes or no, I will 
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give what I think but I always say get a second opinion because I am not going to 
take a chance on a cervical spine. Uhm… chest x-rays are also very difficult to report 
on, to say you can say there is something but to actually say what it is to me is very 
difficult – I don’t have that experience. Uhm, facial bones is another tricky one 
because there are so many lines and unless it’s a really smashed up face it is very 
(emphasise) difficult to pick up tiny little….fractures, and then you say: no I don’t see 
anything….because the doctors will sometimes phone you and say: did you…did 
you see anything on that x-ray… and I say: uhm no didn’t, but I actually didn’t look 
that well to see, I was busy so I just checked that it was diagnostic and… not if there 
is anything wrong. So, jah. 
R: Okay, and you mentioned that it could be beneficial to the doctor and patient. Could 
you maybe explain why you say that and how? 
P: uh… were you talking about me giving… 
R: yes… 
P: uh…. Because uhm…if the doctor is not really experienced and doesn’t really… see 
something and misses it, the patient could then get sent home with a fracture or miss 
something on the chest and then when the patient comes back later… that fracture 
is now displaced and it’s caused more problems or the chest… uhm has got worse 
and could’ve been prevented had the doctor…. at that point when…. initially been 
shown that there was actually something.  
R: And when the doctor ask you for your opinion on x-rays; how do you experience that 
interaction with him or her coming to you to ask for an opinion? 
P: Uhm… I like that they come to me because I feel as if that they uhm… know that I 
am experienced and they value my opinion, that they… they uhm… are admitting 
that they are actually not quite sure and they would like somebody just to look. So, I 
am not offended by it at all, I actually enjoy it when they do come and discuss a 
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patient and then we can actually have a discussion about what we see; not just me 
saying that is what is wrong, and then work around that. 
R: And how do you feel…. or how do you experience that… your… this interaction 
between you two actually is beneficial or is not beneficial to you as a radiographer 
or the doctor? 
P: I think it’s beneficial because it gives a good working relationship between the 
departments and uhm…. Ja… uh…eh…I… I… think it‘s beneficial (from uhm voice 
pitch lowered, voice softer). (in a soft voice, giggling) dunno what you actually want 
me to say…. (breaks out in laughter) 
R: Anything you feel to say…. 
P: Ja, I… I think… I think it’s good for the departments and for people, and beneficial 
to the patient in the end.  
R: Okay…. 
P: And… and also that the doctors actually not just looked at the x-ray and said: oh, 
there is nothing and send it… actually… the doctor is actually more concerned about 
the patient, just to make… give somebody else to check; because a lot of the times 
the doctors come there and say: did you see anything and then I will say: no, and 
look at the x-ray, no I didn’t either see anything and they’ll say: no, I didn’t see 
anything I just wanted to make sure. So, it feels good actually that they actually 
coming to ask your opinion just to make sure; and it also shows me that they care 
more about their patients and not just looking quickly, and say: nothing wrong go! 
They treating their patients better by… spending that little bit time extra; to get a 
second opinion. 
R: Okay, and then you keep on referring to that it makes you feel good… 
P: Yah…. 
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R: In what other ways does it make you feel good? For them coming to ask or valuing 
your opinion, as you perceive it. 
P: What do you mean now? 
R: uhm…. 
P: Uh… (hits on leg, “aha! Moment”) it gives me more confidence in my… it gives me 
more confidence in my work and it also, when they do that, makes you want to go 
that extra mile for the patient. I will sometimes get a patientwhere the doctor will ask 
for something and then I… I haven’t seen anything so I think fine let me just do some 
more, and just see some more because actually know that that doctor is really 
concerned about the patient and they probably going to come ask you; so you try 
and look and often the doctor would phone you and say: I see you did some funky 
views, did you see anything…. (smiling, giggling as participant reflects on 
experiences) And then I will say: uhm… no I didn’t but I was thinking maybe or… on 
the patient presented like there should be something wrong, and I did the normal AP 
and Lateral and I didn’t see it so I thought I would do an oblique elbow or I’ll try this 
the hip or I’ll do a view that’s not exactly a normal view that we would normally do 
but just a different variation just to see something different and uhm….jah so I think 
their particip…them asking you you makes you want to go…. the extra mile for them 
and not just put… do something and say: that is my part of the work, I’m done, I… I 
just take x-rays I’ve got nothing more to do. The book says I do an AP and Lateral 
and an oblique here… that is what you get. It makes you want to do a bit more. 
R: Okay, and it seems that you had positive experiences so far, have you had any 
negative ones? 
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